
TESTIMONY ON SENATE BILL NO. 2467, RELATING TO PODIATRISTS

PRESENTATION OF THE
HAWAII MEDICAL BOARD

TO THE HOUSE COMMITTEE ON HEALTH

TWENTY-SEVENTH LEGISLATURE
Regular Session of 2014

Friday, March 7,2014
9:30 a.m.

TO THE HONORABLE DELLA AU BELATTI, CHAIR,
AND MEMBERS OF THE COMMITTEE:

My name is Constance Cabral, and I am one of the Executive Off|C6fS of the

Hawaii Medical Board ("Board"). Thank you for the opportunity to provide testimony on

Senate Bill No. 2467, Relating to Podiatrists. The Board has no objections to this bill

Again, thank you for the opportunity to provide testimony on Senate Bill

No. 2467.
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March 7, 2014

Testimony To: House Committee Health
Representative Della Au Belatti. Chair

Presented By: Tim Lyons, Legislative Liaison
Hawaii Podiatric Medical Association

Subject: S.B. 2467 - RELATING TO PODIATRISTS

Chair Belatti and Members of the Committee:

l am Tim Lyons, Legislative Liaison for the Hawaii Podiatric Medical Association and we

support this bill but request an amendment since. Since the time of the hearing on this

bill in the Senate, the parties have reached an agreement as found in H.B. 1880, HD 2

and, therefore, we request you replace the contents of this bill with that found in H.B.

1880, HD 2.

With that amendment, we recommend your favorable adoption.

Thank you.
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_ 415 Dairy Road. Suite D ‘ , ,,. . . ,
’r Kahulul, Maul, Hawaii 96732-2348 " ‘ “

- .. -‘~l~.'.';-_ .. .~
Phone (son) s11-ease

FAX (sea) B77-3246
Email: dafootdr@yahoo.com

March 6, 2014

Dear Sir or Madam,

I am a voting constituent and am writing in support of SB2467 relating to Podiatry Scope of Practice. I
am a Doctor of Podiatric Medicine practicing in Maui County. I have been here for over ten years
now. I operate at Maul Memorial Medical Center and Aloha Surgical Center.

I have established myself as a respected member of the Surgery Department at Maui Memorial
Medical Center and have in fact operated on many members of the nursing staff and medical staff.

This bill, SB2461, will increase my scope of practice and allow me to serve my community better.
There are several limitations that prohibit my patients from receiving the best care possible. We are
the experts at limb salvage in conjunction with our vascular surgeon colleagues. We are experts at
diabetic wound care and when necessary we are trained to remove appropriate portions of people's
feet.

Recently, two studies were done, one by Thomson Reuters and one by Duke University that showed
the tremendous benefit of Pediatric Doctors in the treatment of diabetes. The results were significant
in the areas of cost savings and lower incidence of amputation due to quality of care. Please see the
"Study Details" that are accompanying this letter.

It is widely known by health care professionals that once an ulcer is had by a pafient, there is a large
Incidence of lower extremity amputations and ultimately mortality.

l will say that in my personal practice there have been countless times that l was unable to take care
of patients to the best of my ability due to the limitations the current law imposes on our scope of
practice. There are surgeries that can be done above the ankle that can significantly reduce pressures
on certain portions of the feet As a podiatrist, I understand the biomechanical and surgical
considerations that are necessary to save feet, save limbs and ultimately save lives.

we have been educated and trained in treating below the knee. We are requesting your
consideration in this matter. This proposed legislation is good for the people and economics of
Hawaii.

Thank you for your consideration.

. L_,.1\P»r-\
Douglas Birch, DPM
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STUDY DETAILS

Thomson Reuters Study: "The Economic Value of Specialized Lower-Extremity Medical Care by
Podiatric

Physicians in the Treatment of Diabetic Foot Ulcers," Journal of the American Podiatric Medical

Association, Vol. 101, No 2, March/April 2011.

~ The study focused on one specific aspect of diabetic foot care:

o identifying individuals with diabetes who developed a foot ulcer;

o of those who developed a foot ulcer, eiiamining whether they had received any care

from a podiatrist in the year priorto development of the ulcer.

Q The study compared individuals who had at least one visit to a podiatrist prior to developing the

foot ulcer to those who had no podiatry care in the year prior to developing the foot ulceration.

v Thomson Reuters Healthcare utilized its Mai-ketScan Data Base to examine claims from 316,527

patients with commercial insurance (64 year of age and younger) and 157,529 patients with

Medicare and an employer-sponsored secondary insurance.

Duke Study: Sloan, F. A., Feinglos, M. N. and Grossman, D. 5., RESEARCH ARTICLE: Receipt of Care and

Reduction of Lower Extremity Amputations in a Nationally Representative Sample of U5 Elderly.
Health

Services Research, no. doi: 10.1111/j.1475-6773.Z010.0J.157.x

0 The study followed individuals with diabetes for six years, tracking visits to podiatrigtg and ggl-igr

health care professionals.
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0 Researchers stratified subjects into four stages based on disease severity:

o Stage One—Neuropathy, parasthesia, pain in feet, diabetic amyotrophy;

o Stage Two--Cellulitis, Charcot feet;

0 Stage Three—Uicer; and

o Stage Four - Osteomyelitis, gangrene.

COST SAVINGS

Thomson Reuters Study:

- Average savings over a three-year time period (year before ulceration and two years after

ulceration occurred):

o Commercial Insurance: Savings of $19,685 per patient if he or she had at least one visit

to a podiatrist in the year preceding his or her ulceration

o Medicare Insured: Savings of $4,271 per patient

e if extrapolated, these results indicate that if all individuals with diabetes insured by commercial

and Medicare plans who are at risk for a foot ulceration had a visit to a podiatrist:

o $1.97 billion could be saved in the commercial insurance group in one year

o $1.53 billion could be saved in the Medicare insurance group in one year

0 Savings result from effective evaluation, prevention, and treatment of diabetic foot care

complications by a podiatrist, effective treatment of ulcerations and prevention of

amputations, and reductions ln hospital admissions and lengths of stay. More than 65,000

lower limbs are amputated annually due to diabetes. After an amputation, the chance of
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another amputation within three to five years is as high as 50 percent.

QUAUTYOFCARE

Duke Study:

' Persons visiting a podiatrist and/or a lower-extremity clinician specialist within a year before

developing all-stage complications were between 23 percent and 69 percent less likely to

have an amputation compared with individuals who visited other health professionals.

I Podiatrists provide a unique and valuable service that is distinct from the services that allopathic

and osteopathic physicians provide, and provide the highest benefit to those persons at risk of

lower extremity complications as a consequence of diabetes.

0 Conclusion: Care by a podiatrist and/or a lower extremity clinician specialist in the year before

the lower extremity complication diagnosis reduced the potential for undergoing lower

extremity amputation, suggesting a benefit from multidisciplinary care.

Thomson Reuters Study:

v Podiatrists see patients who are sicker and have more comorbidities.

v Among non-Medicare patients with foot ulcer, those seen previously by a podiatrist had a 20

percent lower risk of amputation and a 26 percent lower risk of hospitalization compared with

patients not previously seen by a podiatrist.

e Among Medicare eligible patients with foot ulcer, those seen by a podiatrist had a 23 percent

lower risk of amputation and 3 9 percent lower risk of hospitalization compared with patients

not previously seen by a podiatrist.

~ Conclusion: Care by podiatrists prior to the first evidence of foot ulcers in patients with diabetes
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prevents or delays lower extremity amputations and hospitalizations.

POUCYIMPUCKHON

Podiatrists receive the education, training. and experience necessary to provide quality foot and ankle

care to patients, and at the same time present cost containment solutions to our heaith—care delivery

and financing systems. Moreover, when compared to other health care professionals who treat the

diabetic foot, podiatrlsts are more likely to reduce hospitalizations and prevent amputations.

Providing access to podiatrists is an important component in ensuring quality of care. The growing

epidemics of diabetes and obesity and their concurrent complications, along with the aging of the

population, are among the many reasons podiatrists are necessary and important members of the

physician community and demand for their services ls increasing.
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Q HAWAII MEDICAL ASSOCIATION

1360 S. Beretania Street, Suite 200, Honolulu, Hawaii 96814
Phone (808) 536-7702 Fax (808) 528-2376 www.hmaonline.net
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TO: COMMITTEE ON HEALTH
Rep. Della Au Belatti, Chair
Rep. Dee Morikawa, Vice Chair

DATE: Friday, March 07, 2014
TIME: 9:30 AM
PLACE: Conference Room 329

FROM: Hawaii Medical Association
Dr. Walton Shim, MD, President
Dr. Linda Rasmussen, MD, Legislative Co-Chair
Dr. Ron Kienitz, MD, Legislative Co-Chair
Dr. Christopher Flanders, DO, Executive Director
Lauren Zirbel, Community and Government Relations

Re: SB 2467

HMA reached an agreement with the Hawaii Podiatric Medical Association. HMA will support
this legislation with the following amendments added to the bill:

Apodiatric gysician ma\Lperform ankle fracture surgerv if board qualified or board certified in
reconstructive rearfoot ankle surzerv bv the American Board of Podiatric Surgery and
completed a 36 month oodiatric surgical residencw

We would also like to see HB 1880 & HB 1882 combined into one bill given that training and
scope expansion go hand in hand.

Thank you for the opportunity to testify.

Officers
President - Walton Shim, MD President-EIect— Robert Sloan, MD

Secretary - Thomas Kosasa, MD Immediate Past President— Stephen Kemble, MD
Treasurer- Brandon Lee, MD Executive Director- Christopher Flanders, DO



Testimony to: Representative Della Au Belatti, Chair
House Committee on Health
Subject: SB2467-Relating to Podiatrists
3/7/14 9:30am
Presented by: Dr. Robert LaReau><

Chair Au Belatti and Members of the Committee:

l am Dr. Robert LaReaux, President of the Hawaii Podiatric Medical Association and we support this bill.

Currently, 45 states allow podiatrists full ankle privileges.

In Hawaii podiatrists already operate on the ankle. We are asking to include ankle fractures
in our scope of practice. The training of Hawaii podiatrists has been in the 45 states that include
ankle fractures in the scope of practice. Unfortunately, this restriction has contributed to a
shortage of podiatrists in Hawaii. We have half the number of podiatrists we should have in
Hawaii. Hawaii has the worst amputation in the country. Podiatrists save limbs.

There is an overall physician shortage in Hawaii and it is projected to worsen over the next 6
years. On the neighbor islands, patients have had to fly over to Oahu to have surgical repair of
their ankle fractures. Several years ago at my hospital (Castle Medical Center), orthopedic
trauma cases including ankle fractures had to be diverted to Queens due to a lack of orthopedic
coverage.

Podiatric surgical training is beyond criticism. Compare orthopedist surgical training to podiatric
surgical training: The average number of foot and ankle surgeries an orthopedic surgical
resident performs is about 110. Podiatry residents perform about 1100 foot and ankle
surgeries.

All nine colleges of podiatric medicine are part of large health universities. Typically,
courses taken in the first 2 years are the same; anatomy, physiology, pharmacology, etc.
Studies have demonstrated, in classes where podiatrists and their allopathic colleagues (DO
or MD), there is no difference in academic performance.

We have worked with the Hawaii Medical Association to amend the bill. We are very happy to
have gained their support.

Thank you
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February 12. 2014

The Honorable Della Au Belatii, Chair
House Committee on Health
Hawaii State Capitol, Room 331
Honolulu, HI 96813

The Honorable Angus LK. McKelvey, Chair
House Committee on Consumer Protection & Commerce
Hawaii State Capitol, Room 320
Honolulu, HI 96813

fj ;u{(‘7 53 -7-‘/If
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Dear Representatives Belatti and Mclielveyz

On behalf of the American Podiatric Medical Association (APMA) and our member
podiatrists, [write this letter in support of]-[B 1880 and HE 1882. APMA is the premier
professional organization representing the vast majority of the estimated l5,000 doctors of
podiatric medicine, also known as podiatrists, in the country. APMA supports modernizing
Hawaii"s pediatric scope of practice law as it will ensure the legal authority to practice podiatric
medicine and surgery in Hawaii is commensurate with the education. training. and experience of
doctors of podiatric medicine.

APMA defines podiatric medicine as the profession of health sciences concerned with
diagnosing and treating conditions affecting the hurnari foot, ankle, and their governing and
related structures, including the local manifestations of systemic conditions, by all appropriate
systems and means. Podiatrists are Specialists educated and trained to address conditions
affecting the lower extremity and are recognized as physicians in the majority of states and by
the federal government. Given its specialization, podiatric medicine is to the foot and ankle what
ophthalmology is to the eye or cardiology is to the heart.

I. Education and Training for Doctors of Podiatric Medicine

Similar to allopathic medical training, the education, training and experience of doctors
ofpodiatric medicine include four years ofundergraduate work, followed by four years in an
accredited pediatric medical school. Following graduation, podiatric medical doctors complete a
three-year residency in an approved hospital-based program. Additionally, like our MD
colleagues, some podiatrists complete fellowships for additional training in a specialty area. The
significant difference between education training models of allopathic doctors and podiatric
medical doctors is that pediatric medical education begins to focus on the specialty area earlier
on in the educational process.

According to the American Medical Associatiorfs Health Care Careers Directory,
“Colleges of podiatrie medicine offer a core curriculum similar to that in other schools of
medicine." Podiatric medical college is a four-year program with the first two years focused on
the basic medical sciences and the second two years focused on clinical medical education, The
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American Podiatric
Medical Association, Inc.

Representative Belani
Representative McKelvey
2/ 1 2/ l 4
Page 2

first two years of education at podiatlic medical Colleges are devoted to medical sciences
including, but not limited to, gross and microscopic anatomy, biochemistry, pathology,
microbiology, physiology, and pharmacology. Dining the third and fourth years, students engage
in clinical education based in accredited hospitals, clinics, and private practice settings, During
these third-and fourthiyear rotations. students are afforded intense medical and surgical training
related to the human body with emphasis on the lower extremity.“

With earlier exposure to the specialty occurring in the colleges of pocliatric medicine,
graduates are well prepared for the more intensely focused clinical training provided in their
subsequent pediatric residency program. Following graduation from pediatric medical college,
doctors of podiatric medicine participate in a hospital-based three-year comprehensive podiatric
medicine and surgery residency program. During residency, podiattists receive advanced training
in general medicine and surgery and participate in clinical rotations in anesthesiology, intemal
medicine, pathology, radiology, emergency medicine, and orthopedic and general surgery as well
as elective rotations. Throughout residency training, emphasis is placed on diagnoSing and
managing patients with lower extremity pathology. Importantly, podiarric medical residency
training programs have incorporated training in the treatment of the ankle since the l970s.

Much of the opposing commentary gives the false impression that abroadly trained
orthopedic surgeon, by virtue of the number of years in residency and fellowship, has received
superior training to that or" specifically trained, board-certified pediatric surgeons. Unlike
orthopedic residency training that does not universally require a commitment to the surgical
rnzuiagement of the foot and ankle, pediatric residency programs approved by the Council on
Podiatric Medical Education (CMPE) must rneet minimum requirements for training that include
hundreds of patient diagnoses, foot and ankle procedures, and disease management experience.
CPME, recognized by the United States Department of Education, is the accrediting entity
analogous to the Accreditation Council for Graduate Medical Education (ACGME).

Podiatrists work collaborative] y with their MD and DO colleagues in diagnosis and
treatment, while also worldng together to effecuvely educate patients on the importance of
health)’ llf°5lYl@5, diabetes, and other issues affecting the lower extremity. Many orthopedic
surgeons recognize the value of care by podiatr} sts. Kaiser San Rafael Medical Center
Orthopedic Surgeons Alex Prescott, MD and John Safanda, MD stated in their letters to Hawaii
legislators that they “have been involved in training podiatry residents in ankle tinctures and
have seen firsthand their competency.” These orthopedic surgeons support this legislationbecause it “allows doctors ofpediatric medicine to practice to the level ofmedicine and surgeryto which they been trained.” In fact, medical specialists in endocrinology, vascular surgery,rheumalology, and geriatrics routinely refer patients to podiatrists.

I1. Specialty Board Certification

_ Board certification indicates that a podiatrist has demonstrated a cognitive knowledge ofa special area ofpractice. CPMLE, through the Joint Committee on the Recognition of Specialty
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Boards (JCRSB), is responsible for monitoring specialty certifying boards in pediatric medicine
ICRSB recognition of certifying boards is analogous to the Arnerican Board ofMedical
Specialties in its recognition of more than 20 specialty boards in allopathio medicine.

CPME recognizes two certifying boards: the American Board ofPodiatric Medicine and
the American Board ofPodiatric Surgery. The American Board of Pediatric Medicine offers
certification in podiatric medicine. The American Board of Podiatric Surgery (ABPS) offers
certification in foot surgery and certification in reconstructive rearfoot/ankle surgery Hospitals
and third patty payers regularly verify the credentials ofABPM and ABPS boardwqualified and
board-certificd podiatrists.

IH.P0diatric Scope of Practice

Podiatrists are recognized by all 50 states, the federal government, and national
accrediting agencies as independent health-care practitioners who are permitted to provide
medical and surgical care within their scope ofpractice. Every state has a podiatric scope of
practice statute and regulatory entity that oversees the practice of podiatric medicine. 45 states
and the District of Columbia authorize surgical treatment at or above the ankle in the scope of
practice for podiatrists. Of the 46 jurisdictions, only three states--Maryland, Tennessee, and
Utah-—liniit surgcal treatment of some ankle fractures. Furthermore, of those 46 jurisdictions,
only Hawaii prohibits podianists to perform surgical treatment of all ankle fractures. By
prohibiting the treatment of ankle fractures, Hawaii ‘s podiatric scope of practice statute clearly
does not reflect the education, training, and experience of pediatric physicians

Furthermore, APMA believes that scope of practice should operate as a ceiling, not a
floor. The scope ofpmcticc should never be the lowest common denominator for a medical
profession or Specialty; rather, it should represent the maxirnum level to which a medical /
professional can provide patient care. The degree to which podiatrists practice their specialtymust be demonstrated by the individual’s requisite education, training, and experience. Just as
allopathic and osteopathic doctors exercise medical and ethical judgnent about their praq;i@¢5_doctors ofpodiatric medicine are required to do the same. '

_ Similar" totheir orthopedic and other MD and DO colleagues,‘ podiatfjc phygigians mustobtain hospital privileges to surgically treat ankle fractures. A hip and knee orthopedist or otherbroadly trained orthopedists, would not be granted hospital privileges to surgically treat ankle
tractures, and poduitne physicians and Surgeons should be held to the same standard. Those
podlamc physician and surgeons that can demonstrate the requisite education, training and
experience should be privileged by their hospital.

IV. Residency Requirements

APMA #150 §l{PPO1'ts Q82. This legislation requires that DP!»/Is complete at least a
two-year residency pflor to application for licensurc. While MD and D0 colleagues are only
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required to complete at least a one~year residency prior to licensure', Hawaii pocliatrists support
HB 1882 to ensure a higher standard for newly licensed podiatrists.

V. Value of Care by Podiatrists

Our health-care system increasingly requires the skills of podiatrists because we play a
critical role in treating lower extremity complications related to diabetes, obesity and other
chronic conditions. Take diabetes as an example: The earlyewaming signs of diabetes are Often
found in manifestation of complications in the lower extremity. As such, podiatrists are
frequently the first health-care provider to detect, treat, and therefore significantly prevent or
reduce complications, such as lower limb amputations.

According to the CDC, nearly 26 million Americans live with diabetes. Diabetes is the
leading cause of non-traumatic lower-limb amputation; however, amputations can be prevented.
Two peer-reviewed published studies evaluated care by podiatrists for patients with diabetes and
demonstrated that compared to other health-care professionals, podiatrists are best equipped to
treat lower extremity complications from diabetes, prevent amputations, reduce hospitalizations
and provide savings to our health-care delivery systems.

A study conducted by Thomson Reuters Healthcare and published in the Journal ofrhe
Anzem-ctr: Pediatric Medical Association compared outcomes of care for patients with diabetes
treated by podiatrists versus outcomes of care provided by other physicians. The study estimated
that $10.5 billion in saving over three years can be realized if every at-risk patient with diabetes
sees a podiatrist at least one time in a year preceding the onset of an ulceration. The value of
podiazri $t_s in treating and preventing complications from diabetes was supported by
an independent study conducted by Duke University and published in Health Sen-ices Research,
which found that Medicare-eligible patients with diabetes were less likely to ¢.\'p8l'iBncc a lower
extremity amputation if a podiatrist was a member of the patient care team, and patiel'ItS with
severe lower extremity complications who only saw 21 podiatrist experienced a lower risk of
amputation compared with patients who did not see a podiatnst.

The current Hawaii scope ofpractice can adversely afiect podiatrists’ ability to provide
timely care to their patients. For example, when an individual has diabetic neuropathy, the ankle
joint may break down and become deformed secondary to Chart:-ot neuroarthropathy. This
disorder, if severe enough and not receiving proper treatment which may include surgery, can
eventually lead to a lower-leg amputation. Podiatrists in Hawaii are prohibited by the law from
treating some conditions that manifest from the foot to the ankle. This restriction is not because
podiatri sis lack the medical experlise or judgment, but because the condition has crossed the
anatomical border. With your support and passage of}-1B 1880 and BB 1382 these barriers For
patients to receive timely and quality care from podiarrisrs will be removed.

‘trust; 453-4 ijzols).
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APMA urges support for HB 1880 and HB 1882 because Ha\va.ii health-care consumers
will reap the benefits of increased access to quality health care when the legal authority to
practice podiatric medicine is consistent with our education, training, and experience.

APMA welcomes the opportunity to serve as a resource. For more information on the
pediatric medical p1'Of&Si0I1, contact Associate Director for APMA Center for Professional
Advocacy Chad Appel, JD, at ciapgel@ggrna.org or 301-58 l-9230.

Finally, APMA looks forward to holding its 2014 Annual Scientific Meeting in Honolulu
from July 24 to 27. The 2008 Annual Scientific Meetingin Hawaii was such a success that
podiatn sts and their families are eager to return. APMA's Annual Scientific Meeting is the
premier foot and ankle medical and surgical conference for pediatric medical professionals.
Approximately 1500 podiatrists and their guests will have an opportunity to attend symposia and
specialty tracks, participaze in hands-on training at surgical workshops, including a workshop on
ankle arthroscopy, peruse the vast exhibit hall, and explore Hawaii!

Si ncerel yi

Matthew G. Garoufalis, DPM
President
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Maui Medical Group, Inc.
Health Care Excellence For Maui Since 1961

February 5, 2014

To Whom It May Concern:

The Board ofDirectors of Maui Medical Group supports and encourages the passing of
Hawaii State Bills 2467 and 2468.

The Maui Medical Group has 4 satellite clinics comprising of 64 providers and 250
employees servicing approximately 45,000 patients on the island of Maui.

/
/% 

William H. Mite ell, MD
President, CEO

WAILUKU: 2180 Main Street, Wailuku. Maui. Hawaii 96793 I Telephone: 242-6464 I Fax: 244-0603
LAHAINA: 130 Prison Street. Lahnins, Maui. Hawaii 96761 / Telephone: 651-D051 / Fax: 661-5975

PUKALAN1: 55 Pukalani Street, Mnui,l-Iawnil 95768 I Telephone: 573-6200 I Fax: 573-9240
Kl!-IE1: 2349S.Kll1eiRond,Unit 2,Kihei, Maui,I-Iawail 96753 I Telephone: 270-1528 /

For
270-4772
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Maui Medical Group, Inc.
Health Care Excellence For Maui Since 19612/10/2014 _

Request for Support '

Hawaii State Senate Bills 2467 and 2468

Alohn, '

The I-latvaii Pediatric Medical Association has submitted two vital health care bills to legislation.
We are requesting passage of these bills to allow equal economic opportunity for equal medical
training and expanded privileges to allow. better continuation of care for our ncedful nnd large
l-lmvttii Diabetic Popultttion. ~ - ‘

Bill 2468 is asking to add a requirement of completing an accredited residency program in order
to obtain R license for podiatrie medicine for the state of Hawaii. Most all other states have
already the same requirement in place.

Bill 2467 is in regards to scope of praetice'f'or potliatrists. Podiatrists, have extensive training,
experience and qtialilicatioiis to perform all levels of foot, ankle and lower log surgery. The bill
allows potliairists to perform to the level of the foot and ankle as they are trained. As with any
scope of practice issue, the individual surgeon must provide the proper documentation oi‘
residency training, ‘oonrd qttalificatiot1/certification and undergo the appropriate granting of
privileges, proctoting and peer review by the surgical facility in which they practice. '

Thnnlc you for supporting our efforts in regards to the l-Iswnli State Bills 2467 and 2468 and our
efforts to ensure the most up to date quality foot and lower extremity care for our Hawaii Ohuna.

 .\

‘Dr. Steven King
Mimi Medical Group Inc. Member and Co~Owner _
Hawaii and American Pediatric Medical Associations Member
Maui Memorial Medical Center Staff Member .
Aloha Surgery Center Staff Member
Co-Principal investigator SBIR Al l-109 US Department ofDefense and Army Medical
Research and Materials Command “Advanced Composite Combat Boots for Reduction of Stress
Fractures"
Managing Member Kingetics LLC- 21 veteran owned Hawaii Small Business

WAILUKU: 2180 Main Street, Wsilttktt. Maul. Hawaii 96793 I Telephone: 242-6464 I Fax: 244-0603
LAHAINA: I301‘-‘rison Street, Laltaina. Maui. Hawaii 96761 I Telephone: 661-0051 I Fax: 66l-5975

PUKALANI: 55 Rikalsni Street. Maui, Hawaii 96768 I Telephone: 5'73-6200 I Fax: 573-9240
KIHIEI: 2349 S.Kihei Road. Unit 2,Kihei, Msui,1-Ilwttii 96753 / Telephone: 2'70-i528 I Fax 270-4772

i I

(FAX) 101382432345 P .002/U02
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From: mailinglist@capito|.hawaii.gov
Sent: Wednesday, March O5, 2014 1:18 PM
To: HLTtestimony
Cc: Ter@hawaii.rr.com
Subject: *Submitted testimony for SB2467 on Mar 7, 2014 O9:30AM*

SB2467
Submitted on: 3/5/2014
Testimony for HLT on Mar 7, 2014 09:30AM in Conference Room 329

Submitted By Organization Testifier Position Present at Hearing
I Terri PachecoAPRN Individual Support No i

Comments:

Please note that testimony submitted less than 24 hours prior to the hearinq,_improperly identified, or
directed to the incorrect office, may not be posted online or distributed to the committee prior to the
convening of the public hearing.

Do not reply to this email. This inbox is not monitored. For assistance please email
webmaster@capitol.hawaii.gov
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Chair Della Au Belatti, Committee on Health

Re: Relating to Podiatry: HB 1880/1882 and SB 2467/2468

Position: Support

Healthcare is changing. Medical care has become more specialized and focused in order to create and
maintain a level of care that is required to continually deliver the highest quality care to every patient.

Podiatrists have become the primary providers of foot and ankle surgery. Training has changed over the
past 20 years to create an environment where podiatrists are an essential part of a well-rounded healthcare
team. The ever increasing diabetes population relies on the specialized foot and ankle care that
podiatrists provide to ensure comprehensive care for hospital and outpatient care.

I moved back home to Kauai in 1999 and joined Kauai Medical Clinic and became a part of the Allied
Healthcare Staff at Wilcox Memorial Hospital. After establishing myself to be an essential part of the
healthcare team, hospital policy was revised to allow podiatrists to become part of the medical staff of
Wilcox Memorial Hospital. Together with several orthopedic surgeons and a physiatrist, in 2004 we
established the Bone and Joint Center at Kauai Medical Clinic to provide comprehensive care for the
people of Kauai as well as our large visitor population.

Current Hawaii state law does not reflect the current standard of training and ability of podiatrists.
Current law restricts podiatrists from doing “any amputation, except for digital amputation”. Obviously,
this law is outdated and does not reflect the current standard for the rest of the country. I know that I am
the best trained and qualified to treat my diabetic patients, and I believe my colleagues on the medical
staff at Wilcox Memorial Hospital know that no one is more passionate about healing these complicated
wounds than myself.

The proposed bills allow podiatrists to perform to the level of the foot and ankle as they are trained. In
fact, 45 states allow podiatrists to provide comprehensive foot and ankle care. In the esteemed
orthopedic joumal, Joumal of Bone and Joint Surgery America in 2012, Augusto Sarmiento, MD from
the University of Miami School of Medicine wrote:

podiatrists,whofor generations had limited their work to minor surgeries ofthe toes,
managed, over a very short period of time, to become doctors/surgeons who currently
carefor patients with all types ofmusculoskeletal conditions below the knee. They treat
traumatic injuries as well as degenerative, infectious, and congenital diseases with
clinical and surgical means. They perform internalfixation offractures ofthe tibia, ankle,
os calcis, hindfoot, andforefoot. In addition, they perform total ankle arthroplasties and
tendon transfers. In the process, they have become experts in thefield to the point that it
is ludicrous to argue that their qualifications do not allow them to cover such a wide
territory "

I am the only full time resident podiatrist on Kauai and I have an overwhelming population of patients in
need of care. It is not unusual for a patient with foot pain to wait 3 months for a consultation. I Would
like to have a skilled surgical foot and ankle partner, but the best trained podiatrists find the Hawaii state
law to be prohibitive and restrictive. In fact, my group has tried for several years to hire an orthopedist
interested in the foot and ankle, but that has proved very difficult.

I have dedicated my professional life to providing the best podiatric foot and ankle care to the residents
and visitors of Kauai. I was raised on Kauai and graduated from Kauai High School. Coming home to
serve the people of Kauai has been wonderful, and I plan to continue to work to keep medical care on
Kauai and in Hawaii up to the standards of modem medicine in 2014.



Hawaii is one of the last 5 states restricting the ability of skilled podiatrists to care for patients
appropriately, and it is time to revise our state standards.

Thank you for your time and consideration.

Tyler Akira Chihara, DPM, FACFAS

Bone and Joint Center at Wilcox Health
Medical Staff, Wilcox Memorial Hospital
Treasurer, Hawaii Podiatric Medical Association



Dear Chair Della Au Belatti and the Committee on Health:

I am Linda Ho practicing podiatrist and I support Bill 2467. I was born and raised here, a proud graduate
of Pearl City High School Class of 2002, and I studied in the mainland, always with the intent of going
home to bring back and contribute what I was able to find as my purpose in life back home. As fate
would have it, the path led to podiatric medicine. Podiatric medicine is a profession that is an untapped
resource whose potential can only bring benefit to the people of Hawaii. With Hawaii's population of
growing diabetic patients, Hawaii's population of increasingly active seniors with the baby boomers, our
generalized population of proudly barefooted walkers, it is our profession that helps keep our nation
healthy and on their feet. Bill 2467 will assist with fortifying our profession’s goal to uphold the quality
of care that Hawaii’s people deserve to keep them on their feet: to ensure that qualified and trained
podiatrists can fully demonstrate what we were trained to do from an either 24 month or 36 month
residency. I have colleagues who are also Kama’aina who are training in the mainland, with the intention
to return home to indeed serve our home. I am hopeful that this Bill will enable them to fill the constant
brain drain that this state is suffering from.

These bills offer to increase the chance for newly trained podiatrists to demonstrate what further
training and skills that have been developed to improve the care ofthe people of Hawaii. Innovation
brings the SINGLE chance of improvement and change...fear and apathy established with the status quo
promises no offer of change and improvement. If it is the opinion that the current foot care for the
people of Hawaii is of contention, closing the doors on bringing new talent only fosters this negative
attitude. It is not an issue of self interest that I offer this testimony: rather it is from bearing witness to
multiple hands other than mine that offer the skill and care that we all want for our community. I want
to give that opportunity to those I've seen heal, and I dont' want the people of Hawaii to be robbed of
that opportunity.

Thank you for your consideration.

Linda Ho DPM



morikawa2-Joanna

From: mailinglist@capito|.hawaii.gov
Sent: Thursday, March 06, 2014 8:11 AM
To: HLTtestimony
Cc: drdavidwinglee@gmail.com
Subject: Submitted testimony for SB2467 on Mar 7, 2014 09:30AM

SB2467
Submitted on: 3/6/2014
Testimony for HLT on Mar 7, 2014 09:30AM in Conference Room 329

Submitted By Organization Testifier Position Present at Hearing
I David Lee Individual Support No 1

Comments: To the Chair and Members of the Committee: My name is David Lee and I wish to
express support for SB2467 as it relates to the practice of podiatry. Last year I joined Maui Family
Footcare on the island of Maui as the fourth surgical podiatrist, and one of two independent
podiatrists, working on the island. I recently completed a three year surgical program that specializes
in diabetic limb salvage, after graduating from Temple University's School of Podiatric Medicine.
During my time at Washington Hospital Centers/Georgetown University's residency program in
Washington DC, I participated in surgeries alongside many orthopedic, plastic, vascular, and podiatric
surgeons, each leaders in limb salvage for their respective specialties. I was privileged to come from
a culture where teamwork amongst each of the surgical disciplines and collaboration with the
medicine specialties was key to providing the best patient outcomes in order to drive down the
financial impact on our entire system. Many scholarly articles have been written about this team
approach to support this claim and many of my attending physicians and mentors host the annual
Diabetic Limb Salvage Conference in Washington DC. As you already know, diabetic patients can be
very complicated to manage and these complicated cases have unfortunately taxed our entire
system. During my residency, I managed over 300 surgical cases, the majority of whom are diabetic
and followed many of these same patients during the various rotations in anesthesiology, emergency
medicine, vascular surgery, orthopedic surgery, plastic surgery, pediatric surgery, radiology, internal
medicine, infectious disease, psychiatry, dermatology and endocrinology. This exposure and training
enables me to better educate and manage my patients and has shaped my measure for success that
is based on preventing them from entering the hospital and operating room. This upcoming bill allows
me to provide the best continuity of care for my patients. It is often difficult to find another surgeon
willing to take on such patients, especially when it is urgent. The patients that do end up in the
operating room are often perplexed about why I cannot continue their care despite my training adding
to their grief and frustration with their current condition. Being able to perform amputations throughout
the foot will reduce the incidence of leg amputations and decrease the medical morbidities and
financial costs associated with the greater amputation. Your support of these bills will allow greater
care for our patients on the Maui. Thank you for your consideration to this bill and for allowing my
testimony. Best regards, David Lee, DPM

Please note that testimony submitted less than 24 hours prior to the hearinq,_improperly identified, or
directed to the incorrect office, may not be posted online or distributed to the committee prior to the
convening of the public hearing.
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Do not reply to this email. This inbox is not monitored. For assistance please email
webmaster@capitol.hawaii.gov
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Subject: HB 1880 and 1882 / SB 2468 and 2467
Position: Support

March 4. 2014

To Whom It May Concern:

T am writing in support of two legislative bills (HB1882/SB2468 and HHI 880/SB2467). l
am a practicing Internal Medicine physician who works closely with a podiatrist in my
clinic. He has been a valued asset to many of our patients with various foot diS0rLlurs. llis
training and expertise in surgical procedures is highly regarded among all of his
colleagues. l believe that allowing him to brnaden the scope of his care (for which he is
trained) is of utmost iinporlance to the welfare of our patients. The bills cited above
ensure that practicing podiatrisls (such as my colleague) have the qualifications necessary
to provide such care and allow them to practice safely tmder the scope of training they
have received.

S inccwly .

Lisa Splittstoesser, MD
Board Certified Internal Medicine physician



Ken Tsubata, DPM
3'“ year resident at DVA- Greater Los Angeles, Olive View Medical Center UCLA

Testimony to: Representative Della Au Belatti, Chair
House Committee on Health
Subject: SB 2467 Relating to Podiatrists
3/7/14 9:30am
In support of bill SB 2467

My name is Ken Tsubata, I am a podiatry resident finishing my third year of residency in Los Angeles and I support this
bill.

I was born at Castle Hospital in Kailua and raised in Kaneohe. I have been away since high school which includes 4 years
of undergraduate school at the University of Washington, 4 years of podiatry school, and 2.5 soon to be 3 years of
residency. My plan has always been to return home to Hawaii to work.

My residency includes an intern year which includes rotations in internal medicine, emergency medicine, infectious
disease, radiology, pathology, physical medicine, general surgery and anesthesia. On these rotations we work alongside
UCLA residence and are trained to manage our own patients. I work in three different hospital settings that vary greatly,
the Veterans Hospital, the county hospital Olive View Medical Center UCLA, and Kaiser Woodland Hills. At all three
hospitals the podiatry service is the quarterback for all diabetic foot infections, amputations, trauma of the foot and
ankle including ankle fractures.

In the hospitals I have worked at there is no question of podiatry’s ability to manage the problems mentioned above. In
fact, 45 other states also seem to think podiatry is well trained to treat ankle fractures, 43 other states feel podiatry is
trained to perform partial foot amputations.

At these hospitals we work closely with the other services. For example, amputee clinic at the Veterans hospital
involves the collaboration of orthopedics, vascular surgery, podiatry, and rehabilitation medicine that meet weekly in
order to fully assess the entire patient to save their limb. This type of communication and cooperation is what is needed
for these complex diabetic patients.

I am excited to finally return home in a few months but I am worried that I will be limited by the law and unable to
utilize the full extent of my training. I urge you to support this bill in order to bring Hawaii’s scope of practice up to the
standard of the rest ofthe nation.

Thank you for your time,
Ken Tsubata, DPM



March 5, 2014

Testimony to: COMMITTEE ON HEALTH
Rep. Della Au Belatti, Chair
Rep. Dee Morikawa, Vice Chair

Subject: SB 2467—Expanding the scope of practice

Presented by: Liane Lin-Watanabe, DPM
New PMSR/RRA graduate

Chair Della Au Belatti, Vice Chair Dee Morikawa, and Members of the Committee:

I am Liane Lin-Watanabe, DPM, a November 2013 graduate of a three-year podiatric medicine
and surgery residency program with the added reconstructive rearfoot and ankle credential, and I
support this bill.

In regards to the scope of practice, please consider that as of July 1, 2011, the CPME formally
increased the national residency standard from two-year and three-year residencies in Podiatric
Medicine and Surgery (PM&S-24 and PM&S-36) to a single three-year residency—the Podiatric
Medicine and Surgery Residency (PMSR). Furthermore, as dictated by the CPME, “residencies
that can provide a sufficient volume and diversity in reconstructive rearfoot and ankle (RRA)
procedures may grant an added RRA credential.“
Thus, all podiatric residency programs are now three years; and furthermore, majority of these
programs have earned the Reconstructive Rearfoot and Ankle credential (RRA). Please refer to
the attached chart?

Also note that the current podiatric medicine and surgery training includes pre-, intra-, and post-
operative care as well as required rotations in medical imaging, pathology, behavioral science,
infectious disease, internal medicine, general surgery, anesthesiology, and emergency medicine.
Residents also rotate in medical subspecialties such as dermatology, endocrinology, neurology,
pain management, physical medicine and rehabilitation, and rheumatology. Surgical
subspecialties include orthopedic surgery, plastic surgery, and vascular surgery?

Expanding the scope of practice will allow new graduates like myself to fully utilize our specialized
and multi-disciplinary training to help provide the necessary care to Hawaii. As a recent graduate
who was born and raised in Hawaii and a product of the public school system and the University
of Hawaii, my goal has always been to sacrifice a few years on the mainland to ultimately return
home where l could utilize my training to give back to Hawaii.

I appreciate your time and consideration. Thank you for allowing my testimony.

Sincerely,
Liane Lin-Watanafie, ’D’PJ\/l

1 cpmc.0rg
2 See attached Podiatry Residency Summary document.
3 Sec attached CPME 320 document.
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INTRODUCTION

Following four years of professional education, graduates of colleges or schools of podiatric
medicine enter postgraduate residency programs that are conducted under the sponsorship of
health-care institutions. Residencies afford these individuals structured learning experiences in
patient management along with training in the diagnosis and care of podiatric pathology. The
individuals involved in these training programs are referred to as “residents” and are recognized
as such by the institutions sponsoring the programs.

The Council on Podiatric Medical Education (CPME) is an autonomous, professional accrediting
agency designated by the American Podiatric Medical Association (APMA) to serve as the
accrediting agency in the profession of podiatric medicine. The Council evaluates, accredits, and
approves educational institutions and programs. The scope of the Council’s approval activities
extends to institutions throughout the United States and its territories and Canada.

The mission of the Council is to promote the quality of doctoral education, postdoctoral
education, certification, and continuing education. By confinning that these programs meet
established standards and requirements, the Council serves to protect the public, podiatric
medical students, and doctors of podiatric medicine.

The Council has been authorized by the APMA to approve institutions that sponsor residency
programs that demonstrate and maintain compliance with the standards and requirements in this
publication. Podiatric residency approval is based on programmatic evaluation and periodic
review by the Residency Review Committee (RRC) and the Council.

Standards and requirements in this publication are divided into institutional standards and
requirements and program standards and requirements. Standard 6.0 and the associated
requirements were developed as a collaborative effort of the Council on Podiatric Medical
Education, the American Board of Podiatric Medicine (ABPM), and the American Board of
Podiatric Surgery (ABPS).

Under no circumstances may the standards and requirements for approval by the Council
supersede federal or state law.

Prior to adoption, all Council policies, procedures, standards, and requirements are disseminated
widely in order to obtain infonnation regarding how the Council’s community of interest may be
affected.

The Council fonnulates and adopts its own approval procedures. These procedures are stated in
CPME 330, Procedures fbr Approval ofPodiatric Residencies. This document, as well as
CPME 320, may be obtained on the Council’s website at www.cpme.org or by contacting the
Council office.



ABOUT THIS DOCUMENT

This publication describes the standards and requirements for approval of podiatric residency
programs. The standards and requirements, along with the procedures for approval, serve as the
basis for evaluating the quality of the educational program offered by a sponsoring institution
and holding the institution and program accountable to the educational community, podiatric
medical profession, and the public.

The standards for approval of residency programs serve to evaluate the quality of education.
These standards are broad statements that embrace areas of expected performance on the pan of
the sponsoring institution and the residency program. Compliance with the standards ensures
good educational practice in the field of podiatric medicine and thus enables the Council to grant
or extend approval.

Related to each standard is a series of specific requirements. Compliance with the requirements
provides an indication of whether the broader educational standard has been satisfied. During an
on-site evaluation of a residency program, the evaluation team gathers detailed information about
whether these requirements have been satisfied. Based upon the extent to which the
requirements have been satisfied, the Council detennines the compliance of the sponsoring
institution and the residency program with each standard. In the requirements, the verb “shall” is
used to indicate conditions that are imperative to demonstrate compliance.

The guidelines are explanatory materials for the requirements. Guidelines are used to indicate
how the requirements either must be interpreted or may be interpreted to allow for flexibility, yet
remain within a consistent framework. The following tenris are used within the guidelines:

I The verbs “must” and “is” indicate how a requirement is to be interpreted, without fail.
The approval status of a residency program is at risk if noncompliance with a “must” or
an “is” is identified.

I The verb “should” indicates a desirable, but not mandatory, condition.

I The verb “may” is used to express freedom or liberty to follow an alternative.

Throughout this publication, the use of the terms “institution” and “program” is premised on the
idea that the program exists within and is sponsored by an institution.

The terms “college” and “school” are used interchangeably throughout this document.
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GLOSSARY

The Council strongly encourages sponsoring institutions and program directors to become
familiar with the following definitions to ensure complete understanding of this
publication.

Academic Health Center

Academic health centers bring together programs of instruction and research in the health
sciences and the delivery of health services. The Association of Academic Health Centers
(AAHC) defines an academic health center as consisting of an allopathic or osteopathic school of
medicine, at least one other health professions school or program, and one or more teaching
hospitals, health systems, or other organized health care services. The AAHC also notes that the
organization and stnicture of these institutions may vary. Academic health centers function
either as component units of public or private universities, of state university systems, or as free-
standing institutions.

Accreditation

Accreditation is the recognition of institutional or program compliance with standards
established by the Council on Podiatric Medical Education, based on evaluation of the
institution’s own stated objectives. Accreditation is a voluntary process of peer review. The
Council is responsible for accrediting colleges of podiatric medicine related to the four-year
curriculum leading to the degree of Doctor of Podiatric Medicine.

Affiliated Training Site

An affiliated training site is an institution or facility that provides a rotation(s) for residents.
Examples of sites include: a college of podiatric medicine, a teaching hospital including its
ambulatory clinics and related facilities, a private medical practice or group practice, a skilled
nursing facility, a federally qualified health center, a public health agency, an organized health
care delivery system, or a health maintenance organization (clinical facility).

American Board of Podiatric Medicine (ABPM)

ABPM is the specialty board recognized by the Council on Podiatric Medical Education’s Joint
Committee on the Recognition of Specialty Boards to certify in the specialty area of podiatric
medicine and orthopedics. ABPM maintains one certification pathway leading to certification in
podiatric orthopedics and primary podiatric medicine.
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American Board of Podiatric Surgery (ABPS)

ABPS is the specialty board recognized by the Council on Podiatric Medical Education’s Joint
Committee on the Recognition of Specialty Boards to certify in the specialty area of podiatric
surgery. ABPS maintains two certification pathways: foot surgery and reconstructive
rearfoot/ankle surgery. The foot surgery status is a prerequisite for the reconstnictive
rearfoot/ankle status.

Approval

Approval is the recognition of a podiatric residency program, podiatric fellowship program, or
sponsor of continuing education that has attained compliance with standards established by the
Council on Podiatric Medical Education. Approval is a program-specific form of accreditation.

Centralized Application Service for Podiatric Residencies (CASPR)

CASPR is a service of the American Association of Colleges of Podiatric Medicine (AACPM)
and its Council of Teaching Hospitals (COTH). CASPR enables graduates of colleges and
schools of podiatric medicine to apply simultaneously to podiatric residency programs approved
by the Council. The goal of CASPR is to facilitate residency selection by centralizing and
streamlining the application process.

Certification

Certification is a process to provide assurance to the public that a podiatric physician has
successfully completed an approved residency and an evaluation, including an examination
process designed to assess the knowledge, experience, and skills requisite to the provision of
high quality care in a particular specialty.

Collaborative Residency Evaluator Committee (CREC)

CREC is an effort of ABPM, ABPS, and the Council to improve the methods by which residency
evaluators and team chairs are selected, trained, assessed, remediated, and dismissed. The
composition of the Committee includes three individuals from each organization, one of whom
must be the executive director or that individual’s designee, who must be an employee of the
organization represented.

Competencies

Competencies are those elements and sub-elements of practice that define the full scope of
podiatric training. The Council has identified competencies that must be achieved by the
resident upon completion of the podiatric medicine and surgery residency. ABPM and ABPS
have identified competencies related to certification pathways.
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Council of Teaching Hospitals (COTH)

COTH is a membership organization comprised of institutions sponsoring Council-approved
podiatric residency programs (including programs holding provisional and probationary
approval). The goals of COTH include fostering excellence in residency training, promoting a
code of ethics, developing policy, and serving as a forum for the exchange of ideas on residency
education. COTH is a component of the American Association of Colleges of Podiatric
Medicine (AACPM). The Council on Podiatric Medical Education and the RRC encourage
sponsoring institutions to participate in COTH.

Curriculum

The curriculum is the residency program’s unique organization and utilization of its clinical and
didactic training resources to assure that the resident achieves the competencies identified by the
Council and is prepared to enter clinical practice upon completion of the residency.

Due Process

Due process is a defined procedure established by the sponsoring institution that is utilized
whenever any adverse action is proposed or taken against a resident. All parties to a residency
program are protected when there is a reasonable opportunity provided to present pertinent facts.

External Assessments

Extemal assessments are standardized evaluations of residents that are monitored and/or
delivered by organizations external to the residency program for the purpose of validating the
resident’s experiences and development. An example is an annual in-training examination
conducted by a specialty board.

Health-care Institution

A health-care institution is an organization or corporation (such as a hospital or academic health
center) established under the control and direction of a governing board. The mission of such an
institution includes the evaluation, diagnosis, and treatment of disease and injury. Private
individuals and/or groups of private individuals are not viewed to be health-care institutions.

Hospital

A hospital is an institution that provides diagnosis and treatment of a variety of medical
conditions in inpatient and outpatient settings. The institution may provide training in the many
special professional, technical, and economic fields essential to the discharge of its proper
functions.
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Internal Assessments

lntemal assessments are those evaluations of residents that are conducted within the residency
program by faculty, staff, peers, and patients for the purpose of validating the serial acquisition
of necessary knowledge, attitudes, and skills by the residents. Knowledge, attitudes, and skills
should be evaluated separately. Knowledge may be assessed with intemal modular testlets.
Attitudes may be assessed with an attitudinal assessment form. Skills may be assessed by
utilizing a standardized technical skills assessment form and observing a particular skill set.

In-training Examination

Administered by the specialty board, the in-training examination serves as an external
assessment of the resident’s development towards readiness for board qualification by the
specialty board.

Joint Committee on the Recognition of Specialty Boards (JCRSB)

The JCRSB is a committee established by the Council on Podiatric Medical Education on behalf
of the podiatric medical profession to recognize specialty boards. The recognition of a specialty
board by the JCRSB serves to provide important infomration to the podiatric medical profession,
health-care institutions, and the public about the sound operations and fair conduct of the board’s
certification process. The Council and JCRSB are committed to a process that assures the public
that those podiatric physicians who are certified have successfully completed the requirements
for certification in an area of specialization. The Council’s authority for the recognition of
specialty boards through the JCRSB is derived solely from the House of Delegates of the
American Podiatric Medical Association. The JCRSB recognizes the American Board of
Podiatric Medicine and the American Board of Podiatric Surgery.

Podiatric Medicine and Surgery

Podiatric medicine and surgery is the profession and medical specialty that includes the study,
prevention, and treatment of diseases, disorders, and injuries of the foot, ankle, and their
governing and related structures by medical, surgical, and physical methods.

Residency

A residency is a postgraduate educational program conducted under the sponsorship of a hospital
or academic health center. The purpose of a residency is to further develop the competencies of
graduates of colleges of podiatric medicine through clinical and didactic experiences.

A residency program is based on the resource-based, competency-driven, assessment-validated
model of training:

I Resource-based implies that the program director constructs the residency program based
upon the resources that are available. While the Council recognizes that available
resources may differ among institutions, the program director is responsible for
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detennining how the unique resources ofthe particular residency program will be
organized to assure the resident opportunity to achieve the competencies identified by the
Council.

I Competency-driven implies that the program director assures that the resident achieves
the competencies identified by the Council for successful completion of the residency.
Each of these specific competencies must be achieved by every resident identified by the
sponsoring institution as having successfully completed the residency program.

I Assessment-validated implies that the serial acquisition and final achievement of the
competencies are validated by assessments of the resident’s knowledge, attitudes, and
skills. To provide the most effective validation, assessment is conducted both intemally
(within the program) and externally (by outside organizations).

Residency Review Committee (RRC)

The RRC is responsible for determining eligibility of applicant institutions for initial on-site
evaluation, authorizing increases in and reclassification of residency positions, and
recommending to the Council approval of residency programs. The RRC reviews reports of on-
site evaluations, progress reports, and other requested information submitted by sponsoring
institutions. The RRC may modify its own policies and/or recommend to the appropriate ad hoc
committee modifications in standards, requirements, and procedures for residency program
evaluation and approval.

Composition of the RRC includes two representatives each from ABPM and ABPS, one
representative from COTH, one representative from residency programs at large (selected by the
Council), and at least two Council members.

Although the RRC is the joint responsibility of various organizations, the Council and its staff
administer the affairs of the RRC. Appropriate agreements and financial compensation are
arranged among the participating organizations for the administration of the RRC.

Training Resources

Training resources are the physical facilities, faculty, patient population, and adjunct support that
allow the achievement of specific competencies (knowledge, attitudes, and skills) by a resident
exposed to those resources. Training resources are represented generally by the various medical
and surgical subspecialties.
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STANDARDS FOR APPROVAL OF
PODIATRIC RESIDENCY PROGRAMS

The following standards pertain to all residency programs for which initial or continuing
approval is sought. The standards encompass essential elements including sponsorship,
administration, program development, clinical expectations, and assessment.

INSTITUTIONAL STANDARDS:

1.0 The sponsorship ofa podiatric medicine and surgery residency is under
the specific administrative responsibility ofa health-care institution or
college ofpodiatric medicine that develops, implements, and monitors the
residencyprogram.

2.0 The sponsoring institution ensures the availability ofappropriatefacilities
and resourcesfor residency training.

3.0 The sponsoring institution formulates, publishes, and implementspolicies
affecting the resident.

4.0 The sponsoring institution reports to the Council on Podiatric Medical
Education regarding the conduct of the residency program in a timely
manner and at least annually.

PROGRAM STANDARDS:

5.0 The residencyprogram has a well-defined administrative organization
with clear lines ofauthority and a quali_fledfaculty.

6.0 The podiatric medicine and surgery residency is a resource-based,
competency-driven, assessment-validatedprogram that consists ofthree
years ofpostgraduate training in inpatient and outpatient medical and
surgical management. The sponsoring institution provides training
resources thatfacilitate the resident ’s sequential andprogressive
achievement ofspecific competencies.

7.0 The residencyprogram conducts self-assessment and assessment ofthe
resident based upon the competencies.
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INSTITUTIONAL STANDARDS AND REQUIREMENTS

The sponsorship ofa podiatric medicine and surgery residency is under
the specific administrative responsibility ofa health-care institution or
college ofpodiatric medicine that develops, implements, and monitors the
residencyprogram.

The sponsor shall be a hospital, academic health center, or college of podiatric
medicine. Hospital facilities shall be provided under the auspices of the
sponsoring institution or through an affiliation with an accredited
institution(s) where the affiliation is specific to residency training.

A surgery center may co-sponsor a residency with a hospital, academic health
center, and/or college of podiatric medicine but cannot be the sole sponsor of the
program.

Institutions that co-sponsor a residency program must define their relationship to
each other to delineate the extent to which financial, administrative, and teaching
resources are to be shared. The document defining the relationship between the co-
sponsoring institutions and the resident contracts must describe arrangements
established for the residency program and the resident in the event of dissolution of
the co-sponsorship.

The health-care institution(s) in which residency training is primarily
conducted shall be accredited by the Joint Commission, the American
Osteopathic Association, or a health-care agency approved by the Centers for
Medicare and Medicaid Services. The college of podiatric medicine shall be
accredited by the Council on Podiatric Medical Education.

The sponsoring institution shall formalize arrangements with each training site
by means of a written agreement that defines clearly the roles and
responsibilities of each institution and/or facility involved.

When training is provided at an affiliated training site, the participating institutions
must:

I Indicate their respective training commitments through an affiliation
agreement that is reaffinrred at least once every five years.

This document must:

I Acknowledge the affiliation and delineate financial support (including
resident liability) and educational contributions of each training site.
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I Be signed and dated by the chief administrative officer or designee of each
participating institution or facility.

I Be forwarded to the program director.

If the program director does not participate actively at the affiliated institution or
facility, or if a significant portion of the program is conducted at the affiliated
institution or facility, a site coordinator must be designated formally to ensure
appropriate conduct of the program at this training site. The site coordinator must
hold a staff appointment at the affiliated site and be a faculty member actively
involved in the program at the affiliated institution or facility. Written confinnation
of this appointment must include the signatures of the program director and the site
coordinator.

The expected daily commute to each sponsoring and affiliated training site must not
have a detrimental effect upon the educational experience of the resident. Training
provided abroad may not be counted toward the requirements of any training
resource.

2 0 The sponsoring institution ensures the availability ofappropriatefacilities
and resourcesfor residency training.

The sponsoring institution shall ensure that the physical facilities, equipment,
and resources of the primary and affiliated training site(s) are sufficient to
permit achievement of the stated competencies of the residency program.

The physical plant must be well maintained and properly equipped to provide an
environment conducive to teaching, leaming, and providing patient care. Adequate
patient treatment areas, adequate training resources, and a health information
management system must be available for resident training.

The sponsoring institution must have been in operation for at least l2 months before
submitting an application for approval to assure that sufficient resources are
available for the residency program. The institution should have had an active
podiatric service for at least l2 months prior to submitting an application for
approval.

The sponsoring institution shall afford the resident ready access to adequate
library resources, including a diverse collection of current podiatric and non-
podiatric medical texts and other pertinent reference resources (i.e., journals
and audiovisual materials/instructional media).

Library resources should be located on site or within close geographic proximity to
the institution(s) at which the resident is afforded training. Library services must
include the electronic retrieval of information from medical databases.
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The sponsoring institution shall afford the resident ready access to adequate
information technologies and resources.

The sponsoring institution shall afford the resident ready access to adequate
office and study spaces at the institution(s) in which residency training is
primarily conducted.

The sponsoring institution shall provide designated support staff to ensure
efficient administration of the residency program.

The institution must ensure that neither the program director nor the resident
assumes the responsibility of clerical personnel. The institution must ensure that
the resident does not assume the responsibilities of nurses, podiatric medical
assistants, or operating room or laboratory technicians.

The sponsoring institution formulates, publishes, and implementspolicies
aflecting the resident.

The sponsoring institution shall utilize a residency selection committee to
interview and select prospective resident(s). The committee shall include the
program director and individuals who are active in the residency program.

The sponsoring institution shall conduct its process of interviewing and
selecting residents equitably and in an ethical manner.

The sponsoring institution must inform the prospective resident in writing of the
selection process and conditions of appointment established for the program.
Interviews must not occur prior to, or be in conflict with, interview dates
established by the national resident application matching service with which the
residency program participates. The sponsoring institution must make the residency
curriculum available to the prospective resident.

The sponsoring institution shall participate in a national resident application
matching service. The sponsoring institution shall not obtain a binding
commitment from the prospective resident prior to the date established by the
national resident matching service in which the institution participates.

Application fees, if required, shall be paid to the sponsoring institution and
shall be used only to recover costs associated with processing the application
and conducting the interview process.

The sponsoring institution must publish its policies regarding application fees (i.e.,
amount, due date, uses, and refunds).
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The sponsoring institution shall inform all applicants as to the completeness of
the application as Well as the final disposition of the application (acceptance or
denial).

The sponsoring institution shall accept only graduates of colleges of podiatric
medicine accredited by the Council on Podiatric Medical Education. Prior to
beginning the residency, all applicants shall have passed the Parts I and II
examinations of the National Board of Podiatric Medical Examiners.

The sponsoring institution shall ensure that the resident is compensated
equitably with and enjoys the same rights and privileges as other residents at
the institution.

If the sponsoring institution does not offer other residency programs, then the
resident must be compensated equitably with other residents in the geographic area.

The stipend offered by the institution is determined as an annual salary. The
amount of resident compensation must not be contingent on the productivity of the
individual resident.

The resident cannot be hired as an independent contractor; rather, the resident must
be an employee of the institution.

The sponsoring institution should disclose annually to the program director the
current amounts of direct and indirect graduate medical education reimbursement
received by the sponsoring institution.

The sponsoring institution shall provide the resident a written contract or
letter of appointment. The contract or letter shall state whether the
reconstructive rearfoot/ankle credential is being offered and the amount of the
resident stipend. The contract or letter shall be signed and dated by the chief
administrative officer of the institution or appropriate senior administrative
officer, the program director, and the resident.

When a letter of appointment is utilized, a written confirmation of acceptance must
be executed by the prospective resident and forwarded to the chief administrative
officer or appropriate senior administrative officer. In the case of a co-sponsored
program, the contract or letter of appointment must be signed and dated by the chief
administrative officer of each co-sponsoring institution, the program director, and
the resident.

Programs that exceed 36 months of training must state the extended program length
in the contract.
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The sponsoring institution shall include or reference the following items in the
contract or letter of appointment:

a.

b.

C.

d.

e.

f.

g.

resident duties and hours of work.

The sponsoring institution must prohibit resident participation in any outside
activities that could adversely affect the resident’s ability to function in the
training program.

duration of the agreement.

health insurance benefits.

The sponsoring institution must provide health insurance for the resident for the
duration of the training program. The resident’s health insurance must be at
least equivalent to that afforded other entry-level professional employees at the
sponsoring institution.

professional, family, and sick leave benefits.

The resident’s leave benefits must be at least equivalent to those afforded other
entry-level professional employees at the sponsoring institution.

leave of absence.

The sponsoring institution must establish a policy pertaining to leave of absence
or other interruption of the resident’s designated training period. In accordance
with applicable laws, the policy must address continuation of pay and benefits
and the effect of the leave of absence on meeting the requirements for
completion of the residency program.

professional liability insurance coverage.

The sponsoring institution must provide professional liability insurance for the
resident that is effective when training commences and continues for the
duration of the training program. This insurance must cover all rotations at all
training sites and must provide protection against awards from claims reported
or filed after the completion of training if the alleged acts or omissions of the
resident were within the scope of the residency program. The sponsoring
institution must provide the resident with proof of coverage upon request.

other benefits if provided (e.g., meals, uniforms, vacation policy, housing
provisions, payment of dues for membership in national, state, and local
professional organizations, and disability insurance benefits).
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3.10

3.11

3.12

The sponsoring institution shall develop a residency manual to include, but not
be limited to the policies and mechanisms affecting the resident, rules and
regulations, curriculum, training schedule, assessments, didactic activities
schedule, and journal review schedule.

The sponsoring institution must ensure that the residency manual is distributed to
and acknowledged in writing by the resident at the beginning of the program and
following any revisions. The manual must be distributed at the beginning of the
training year to the faculty and administrative staff involved in the residency.

The manual may be in written or electronic format. The manual must include
CPME 320, Standards and Requirements for Approval ofP0diatric Medicine and
Surgery Residencies and 330, Proceduresfor Approval ofPodiatric Medicine and
Surgery Residencies.

The sponsoring institution shall provide the resident a certificate verifying
satisfactory completion of training requirements. The certificate shall identify
the program as a Podiatric Medicine and Surgery Residency and shall state the
date of completion of the resident’s training.

The certificate must include the statement “Approved by the Council on Podiatric
Medical Education.” The certificate must, at minimum, be signed and dated by the
program director and the chief administrative officer, or designee. In the case of a
co-sponsored program, the certificate must be signed and dated by the chief
administrative officer of each co-sponsoring institution and the program director.

If applicable, the certificate also verifies successful completion of training
requirements for the added reconstructive rearfoot/ankle credential. The certificate
would identify the added credential as “Reconstructive Rearfoot/Ankle Surgery.”
At its discretion, the sponsoring institution may instead issue an additional
certificate verifying successful completion of training requirements for the added
credential. The second certificate must include the signatures of the program
director and the chief administrative officer, or designee and the date of completion,
and identify the added credential as “Reconstructive Rearfoot/Ankle Surgery.” The
additional certificate also must include the statement “Approved by the Council on
Podiatric Medical Education.”

The sponsoring institution shall ensure that the residency program is
established and conducted in an ethical manner.

The conduct of the residency program must focus upon the educational
development of the resident rather than on service responsibility to individual
faculty members.
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3.13 The sponsoring institution shall ensure that the following written policies and
mechanisms are included in the residency manual:

a. the mechanism of appeal.

The sponsoring institution must establish a written mechanism of appeal that
ensures due process for the resident and the sponsoring institution, should there
be a dispute between the parties. Any individual possessing a conflict of
interest related to the dispute, including the program director, must be excluded
from all levels of the appeal process.

b. the remediation methods established to address instances of unsatisfactory
resident performance.

The sponsoring institution must establish and delineate remediation methods to
address instances of unsatisfactory resident performance (academic and/or
attitudinal) and that identify the time frame allowed for remediation.
Remediation methods may include, but not be limited to, requiring that the
resident repeat particular training experiences, spend additional hours in a
clinic, or complete additional assigned reading to facilitate achievement of the
stated competencies of the curriculum. Remediation should be completed no
later than three months beyond the normal length of the residency program.

c. the rules and regulations for the conduct of the resident.

The sponsoring institution reports to the Council on Podiatric Medical
Education regarding the conduct of the residency program in a timely
manner and at least annually.

4.1 The sponsoring institution shall report annually to the Council office on
institutional data, residents completing training, residents selected for training,
changes in the curriculum, and other information requested by the Council
and/or the Residency Review Committee.

4.2 The sponsoring institution shall inform the Council office in writing within 30
calendar days of substantive changes in the program.

The sponsoring institution must inform the Council of changes in areas including,
but not limited to, sponsorship, affiliated training sites, appointment of a new
program director, curriculum, a significant increase or decrease in faculty, and
resident transfer.

4.3 The sponsoring institution shall provide the Council office copies of its
correspondence to program applicants, and current and incoming residents
informing them of adverse actions or voluntary termination of the program.
Program applicants shall be notified prior to the interview.
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The institution must submit either the program applicants’ and the current and
incoming residents’ written acknowledgment of the status of the program or
verifiable documentation of the program applicants’ and the current and incoming
residents’ receipt of the institution’s letter (i.e., signed copies of retum receipts for
certified mail). These materials must be received in the Council office within 50
calendar days of the program director’s receipt of the letter informing the institution
of the action taken by the Review Committee or the Council.

Adverse actions include denial of eligibility for initial on-site evaluation, probation,
administrative probation, withholding of provisional approval, withdrawal of
approval, and denial of an increase in positions. Programs are strongly encouraged
to notify program applicants and/or incoming residents of denial of eligibility for
initial on-site evaluation.
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PROGRAM STANDARDS AND REQUIREMENTS

5 0 The residencyprogram has a well-defined administrative organization
with clear lines ofauthority and a qualifiedfaculty.

The sponsoring institution shall designate one podiatric physician as program
director to serve as administrator of the residency program. The program
director shall be provided proper authority by the sponsoring institution to
fulfill the responsibilities required of the position.

The sponsoring institution must provide compensation to the program director.
This compensation must be commensurate with that provided other residency
directors at the institution. If the sponsoring institution does not offer other
residency programs, then the program director must be compensated equitably with
other program directors in the geographic area.

The program director must be a member of the medical staff of the sponsoring
institution, or in the case ofa co-sponsorship, at one ofthe sponsoring institutions.
The program director must be a member of the graduate medical education
committee or equivalent within the institution. The program director should be a
member of national, state and/or local professional organization(s).

Because of the potential of creating confusion in the leadership and direction of the
program, co-directorship is specifically prohibited; however, the program director
may appoint an assistant director to assist in administration of the residency
program. A residency training committee also may be established to assist the
program director in the administration of the residency program.

The sponsoring institution must provide an orientation when the program director is
new to this position. A consultant may be utilized to present or participate in this
orientation.

Co-sponsoring institutions must designate one program director responsible for the
entire co-sponsored residency. This individual must be provided the authority and
have the ability to oversee resident training at all sites.

The program director shall possess appropriate clinical, administrative, and
teaching qualifications suitable for implementing the residency and achieving
the stated competencies of the residency.

The program director should be certified in the specialty area(s) by the American
Board of Podiatric Medicine and/or the American Board of Podiatric Surgery.

The program director shall be responsible for the administration of the
residency in all participating institutions. The program director shall be able
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to devote sufficient time to fulfill the responsibilities required of the position.
The program director shall ensure that each resident receives equitable
training experiences.

The director is responsible for maintenance of records related to the educational
program, communication with the Residency Review Committee and Council on
Podiatric Medical Education, scheduling of training experiences, instruction,
supervision, evaluation of the resident, periodic review and revision of curriculum
content, and program self-assessment. In a co-sponsored program, the director is
responsible for ensuring that the Council is provided requested information for a_ll
residents at all training sites, not just at one of the co-sponsoring sites (e.g., the
institution at which the director is based).

The director must not delegate to the resident maintenance of records related to the
educational program, communication with the Residency Review Committee and
Council on Podiatric Medical Education, scheduling of training experiences,
instruction, supervision, evaluation of the resident, periodic review and revision of
curriculum content, and program self-assessment.

The director must ensure resident participation in training resources and didactic
experiences (e.g., lectures, joumal review sessions, conferences, and seminars).

The program director shall participate at least annually in faculty
development activities (i.e., administrative, organizational, teaching, and/or
research skills for residency programs).

The faculty development activities should be approved as continuing education
programs by the Council on Podiatric Medical Education or another appropriate
agency. Fonnal faculty development programs provided by teaching hospitals and
colleges that do not offer continuing education activities also will be acceptable if
appropriate documentation is provided of the program’s nature, dmation, and
attendance.

The residency program shall have a sufficient complement of podiatric and
non-podiatric medical faculty to achieve the stated competencies of the
residency and to supervise and evaluate the resident.

The complement of faculty relates to the number of residents, institutional type and
size, organization and capabilities of the services through which the resident rotates,
and training experiences offered outside the sponsoring institution.

Faculty members must take an active role in the presentation of lectures,
conferences, journal review sessions, and other didactic activities. Faculty
members must supervise and evaluate the resident in clinical sessions and assume
responsibility for the quality of care provided by the resident during the clinical
sessions that they supervise. Faculty members must discuss patient evaluation,
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treatment planning, patient management, complications, and outcomes with the
resident and review records of patients assigned to the resident to ensure the
accuracy and completeness of these records.

5.6 Podiatric and non-podiatric medical faculty members shall be qualified by
education, training, experience, and clinical competence in the subject matter
for which they are responsible.

The active podiatric faculty must include sufficient representation by individuals
certified by each board recognized by the Joint Committee on the Recognition of
Specialty Boards, or by individuals possessing other specialized qualifications
acceptable to the Residency Review Committee.

Podiatric faculty should participate in faculty development activities to improve
teaching, research, and evaluation skills.

The podiatric medicine and surgery residency is a resource-based,
competency-driven, assessment-validatedprogram that consists ofthree
years ofpostgraduate training in inpatient and outpatient medical and
surgical management. The sponsoring institution provides training
resources thatfacilitate the resident ’s sequential andprogressive
achievement ofspecific competencies.

The resident must be afforded training in the breadth of podiatric health care.
Completion of a podiatric residency leads to the following certification pathways -- the
American Board of Podiatric Medicine (ABPM) and foot surgery of the American Board
of Podiatric Surgery (ABPS).

Completion of a podiatric residency with the added credential in Reconstructive
Rearfoot/Ankle surgery leads to the reconstructive rearfoot/ankle surgery certification
pathway of the ABPS.

All required curricular elements must be completed within 36 months. Additional
educational experiences may be added to the curriculum allowing up to 48 months.
Programs that extend the residency beyond 36 months must present a clear educational
rationale consistent with program requirements. The program director must obtain the
approval of the sponsoring institution and the Residency Review Committee prior to
implementation and at each subsequent approval review of the program.

The Council and the RRC view the following experiences to be essential to the conduct
of a residency (although experiences need not be limited to the following):

I Clinical experience, providing an appropriate opportunity to expand the resident’s
competencies in the care of diseases, disorders, and injuries of the foot, ankle, and
their goveming and related structures by medical, biomechanical, and surgical means
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Clinical experience, providing participation in complete preoperative and
postoperative patient care in order to enhance the resident’s competencies in the
perioperative care of diseases, disorders, and injuries of the foot, ankle, and their
goveming and related structures.

Clinical experience, providing an opportunity to expand the resident’s competencies
in the breadth of podiatric and non-podiatric medical and surgical evaluation and
management.

Didactic experience, providing an opportunity to expand the resident’s knowledge in
the breadth of podiatric and non-podiatric medical and surgical evaluation and
management.

The curriculum shall be clearly defined and oriented to assure that the
resident achieves the competencies identified by the Council.

The curriculum must be distributed at the beginning of the training year to all
individuals involved in the training program including residents and faculty.

The curriculum must provide the resident a sufficient volume and diversity of
experiences in the supervised diagnosis and management of patients with a variety
of diseases, disorders, and injuries through achievement of the competencies listed
below.

A. Prevent, diagnose, and medically and surgically manage diseases,
disorders, and injuries of the pediatric and adult lower extremity.

l. Perform and interpret the findings of a thorough problem-focused history
and physical exam, including problem-focused history, neurologic
examination, vascular examination, dennatologic examination,
musculoskeletal examination, biomechanical examination, and gait analysis.

2. Formulate an appropriate diagnosis and/or differential diagnosis.

3. Perform (and/or order) and interpret appropriate diagnostic studies,
including:
I Medical imaging, including plain radiography, stress radiography,

fluoroscopy, nuclear medicine imaging, MRI, CT, diagnostic ultrasound
vascular imaging.

I Laboratory tests in hematology, serology/immunology, toxicology, and
microbiology, to include blood chemistries, drug screens, coagulation
studies, blood gases, synovial fluid analysis, urinalysis.

I Pathology, including anatomic and cellular pathology.
I Other diagnostic studies, including electrodiagnostic studies, non-

invasive vascular studies, bone mineral densitometry studies,
compartment pressure studies.
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4. Formulate and implement an appropriate plan of management, including:
I Direct participation of the resident in the evaluation and management of

patients in a clinic/office setting.
perfonn biomechanical cases and manage patients with lower
extremity disorders utilizing a variety of prosthetics, orthotics, and
footwear.

I Management when indicated, including
dennatologic conditions.
manipulation/mobilization of foot/ankle joint to increase range of
motion/reduce associated pain and of congenital foot deformity.
closed fractures and dislocations including pedal fractures and
dislocations and ankle fracture/dislocation.
cast management.
tape immobilization.
orthotic, brace, prosthetic, and custom shoe management.
footwear and padding.
injections and aspirations.
physical therapy.
phannacologic management, including the use of NSAIDs,
antibiotics, antifungals, narcotic analgesics, muscle relaxants,
medications for neuropathy, sedative/hypnotics, peripheral vascular
agents, anticoagulants, antihyperuricemic/uricosuric agents, tetanus
toxoid/immune globulin, laxatives/cathartics, fluid and electrolyte
management, corticosteroids, anti-rheumatic medications.

I Surgical management when indicated, including
evaluating, diagnosing, selecting appropriate treatment and avoiding
complications.
progressive development of knowledge, attitudes, and skills in
preoperative, intraoperative, and postoperative assessment and
management in surgical areas including, but not limited to, the
following: Digital Surgery, First Ray Surgery, Other Soft Tissue
Foot Surgery, Other Osseous Foot Surgery, Reconstructive
Rearfoot/Ankle Surgery (added credential only), Other Procedures
(see Appendix A regarding the volume and diversity of cases and
procedures to be perfonned by the resident).

I Anesthesia management when indicated, including local and general,
spinal, epidural, regional, and conscious sedation anesthesia.

I Consultation and/or referrals.
I Lower extremity health promotion and education.

5. Assess the treatment plan and revise it as necessary.
I Direct participation of the resident in urgent and emergent evaluation

and management of podiatric and non-podiatric patients.
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B Assess and manage the patient’s general medical and surgical status.

Perfonn and interpret the findings of comprehensive medical history and
physical examinations (including pre-operative history and physical
examination), including (see Appendix A):
I Comprehensive medical history.
I Comprehensive physical examination.

- vital signs.
- physical examination including head, eyes, ears, nose, and throat,

neck, chest/breast, heart, lungs, abdomen, genitourinary, rectal,
upper extremities, neurologic examination.

Formulate an appropriate differential diagnosis of the patient’s general
medical problem(s).

Recognize the need for (and/or order) additional diagnostic studies, when
indicated, including (see also section A.3 for diagnostic studies not repeated
in this section).
I EKG.
I Medical imaging including plain radiography, nuclear medicine

imaging, MRI, CT, diagnostic ultrasound.
I Laboratory studies including hematology, serology/immunology, blood

chemistries, toxicology/drug screens, coagulation studies, blood gases,
microbiology, synovial fluid analysis, urinalysis.

I Other diagnostic studies.

Fonnulate and implement an appropriate plan of management, when
indicated, including appropriate therapeutic intervention, appropriate
consultations and/or referrals, and appropriate general medical health
promotion and education.

Participate actively in medicine and medical subspecialties rotations that
include medical evaluation and management of patients from diverse
populations, including variations in age, sex, psychosocial status, and
socioeconomic status.

Participate actively in general surgery and surgical subspecialties rotations
that include surgical evaluation and management of non-podiatric patients
including, but not limited, to:
I Understanding management of preoperative and postoperative surgical

patients with emphasis on complications.
I Enhancing surgical skills, such as suturing, retracting, and perfonning

surgical procedures under appropriate supervision.
I Understanding surgical procedures and principles applicable to non-

podiatric surgical specialties.
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7. Participate actively in an anesthesiology rotation that includes pre-anesthetic
and post-anesthetic evaluation and care, as well as the opportunity to
observe and/or assist in the administration of anesthetics. Training
experiences must include, but not be limited to:
I Local anesthesia.
I General, spinal, epidural, regional, and conscious sedation anesthesia.

8. Participate actively in an emergency medicine rotation that includes
emergent evaluation and management of podiatric and non-podiatric
patients.

9. Participate actively in an infectious disease rotation that includes, but is not
limited to, the following training experiences:
I Recognizing and diagnosing common infective organisms.
I Using appropriate antimicrobial therapy.
I Interpreting laboratory data including blood cultures, gram stains,

microbiological studies, and antibiosis monitoring.
I Exposure to local and systemic infected wound care.

l0. Participate actively in a behavioral science rotation that includes, but is not
limited to:
I Understanding of psychosocial aspects of health care delivery.
I Knowledge of and experience in effective patient-physician

communication skills.
I Understanding cultural, ethnic and socioeconomic diversity of patients.
I Knowledge of the implications of prevention and wellness.

Practice with professionalism, compassion, and concern in a legal, ethical,
and moral fashion.

1. Abide by state and federal laws, including the Health lnsmance Portability
and Accountability Act (HIPAA), goveming the practice of podiatric
medicine and surgery.

2. Practice and abide by the principles of infomred consent.

3. Understand and respect the ethical boundaries of interactions with patients,
colleagues, and employees.

4. Demonstrate professional humanistic qualities.

5. Demonstrate ability to formulate a methodical and comprehensive treatment
plan with appreciation of health-care costs.
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Communicate effectively and function in a multi-disciplinary setting.

l. Communicate in oral and written fonn with patients, colleagues, payers, and
the public.

2. Maintain appropriate medical records.

Manage individuals and populations in a variety of socioeconomic and
health-care settings.

1

2

3

Demonstrate an understanding of the psychosocial and health-care needs for
patients in all life stages: pediatric through geriatric.

Demonstrate sensitivity and responsiveness to cultural values, behaviors,
and preferences of one’s patients when providing care to persons whose
race, ethnicity, nation of origin, religion, gender, and/or sexual orientation
is/are different from one’s own.

Demonstrate an understanding of public health concepts, health promotion,
and disease prevention.

Understand podiatric practice management in a multitude of health-care
delivery settings.

l

2

3

4

5.

Demonstrate familiarity with utilization management and quality
improvement.

Understand health-care reimbursement.

Understand insurance issues including professional and general liability,
disability, and Workers’ Compensation.

Understand rnedical-legal considerations involving health-care delivery.

Demonstrate understanding of common business practices.

Be professionally inquisitive, life-long learners and teachers utilizing
research, scholarly activity, and information technologies to enhance
professional knowledge and clinical practice.

l

2

Read, interpret, and critically examine and present medical and scientific
literature.

Collect and interpret data and present the findings in a fonnal study related
to podiatric medicine and surgery.
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3. Demonstrate information technology skills in learning, teaching, and clinical
practice.

4. Participate in continuing education activities.

The sponsoring institution shall require that the resident maintain web-based
logs in formats approved by the RRC documenting all experiences related to
the residency.

The program shall establish a formal schedule for clinical training. The
schedule shall be distributed at the beginning of the training year to all
individuals involved in the training program including residents, faculty, and
administrative staff.

The schedule must reflect the experiences provided the resident at all training sites.
The program director is responsible for assuring that the schedule is followed;
however, it may be reviewed and modified as needed to ensure an appropriate
sequencing of training experiences consistent with the residency curriculum.
The residency must be continuous and uninterrupted unless extenuating
circumstances are present.

Twenty percent is the maximum proportion of residency education that is
acceptable to be conducted in a podiatric private practice office-based setting.

The residency program shall provide rotations that enable the resident to
achieve the competencies identified by the Council and any additional
competencies identified by the residency program. These rotations shall
include: medical imaging; pathology; behavioral sciences; internal medicine
and/or family practice; medical subspecialties; infectious disease; general
surgery; surgical subspecialties; anesthesiology; emergency medicine;
podiatric surgery; and podiatric medicine. The residency curriculum shall
provide the resident patient management experiences in both inpatient and
outpatient settings.

The program director must, in collaboration with appropriate individuals, construct
the program curriculum based on available resources.

In developing the curriculum, the program director must consult with faculty to
identify resources available to enable resident achievement of the stated
competencies of the curriculum. Members of the administrative staff and the office
of graduate medical education of the sponsoring institution may be involved in the
development of the curriculum.
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In addition to podiatric medicine and podiatric surgery, the following rotations are
required:

:—>.o,o_o_crs=

. Medical imaging.
Pathology.

. Behavioral sciences.
Infectious disease.

. Intemal medicine and/or family practice.
Medical subspecialties. Rotations that satisfy the medical subspecialty
requirement include at least tvi of the following: dermatology,
endocrinology, neurology, pain management, physical medicine and
rehabilitation, rheumatology, or wound care.

g. General surgery.
h. Surgical subspecialties: Training resources that satisfy the surgical

subspecialty requirement must include at least g of the following:
orthopedic, plastic, or vascular surgery.

i. Anesthesiology.
j. Emergency medicine. Training resources may include emergency room

service, urgent care center, trauma service, and critical care unit service.

The time spent in infectious disease (d) plus the time spent in intemal medicine and/or
family practice (e) plus the time spent in medical subspecialties (f) must be equivalent to
a minimum of three full-time months of training.

6.5 The residency program shall ensure that the resident is certified in advanced
cardiac life support for the duration of training.

Resident certification must be obtained as early as possible during the training year
but no later than six months after the resident’s starting date.

6.6 The residency curriculum shall afford the resident instruction and experience
in hospital protocol and medical record-keeping.

The program director must assure that patient records accurately document the
resident’s participation in perfonrring history and physical examinations and
recording of operative reports, discharge summaries, and progress notes. The
resident should participate in quality assurance and utilization review activities.

6.7 Didactic activities that complement and supplement the curriculum shall be
available at least weekly.

Didactic activities must be provided in a variety of fonnats. These fomrats may
include lectures, case discussions, clinical pathology conferences, morbidity and
mortality conferences, cadaver dissections, tumor conferences, informal lectures,
teaching rounds, and/or continuing education.
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The majority of didactic activities must include participation by faculty.

The residency curriculum must include instruction in research methodology. The
resident should participate in research activities to broaden the scope of training.
The program director may appoint a faculty member to coordinate didactic
activities.

6.8 A journal review session, consisting of faculty and residents, shall be scheduled
at least monthly to facilitate reading, analyzing, and presenting medical and
scientific literature.

The curriculum must afford the resident instruction in the critical analysis of
scientific literature. The resident should present current articles and analyze the
content and validity of the research.

6.9 The residency program shall ensure that the resident is afforded appropriate
faculty supervision during all training experiences.

The residencyprogram conducts self-assessment and assessment ofthe
resident based upon the competencies.

7.1 The program director shall review, evaluate, and verify resident logs on a
monthly basis.

The program director must review the logs for accuracy to ensure that there is no
duplication, miscategorization, and/or fragmentation of procedures into their
component parts. Procedure notes must support the selected experience.

7.2 The faculty and program director shall assess and validate, on an ongoing
basis, the extent to which the resident has achieved the competencies.

The program director must conduct a formal semi-annual meeting with the resident
to review the extent to which the resident is achieving the competencies.
Infonnation from patients and/or peers having direct contact with the resident may
contribute to the assessments.

The assessments must be written or completed in an electronic fonnat. The
assessment instrument must identify the dates covered and the name of the faculty
member. The assessment must be signed (signature and printed name) and dated by
the faculty member, the resident, and the program director. The instrument must
include assessment of the resident in areas such as communication skills,
professional behavior, attitudes, and initiative. The timing of the assessment for
each competency must allow sufficient opportunity for remediation.

The program should require that the resident take in-training examinations as
prescribed by JCRSB-recognized specialty boards. If the resident is required to
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take an in-training examination(s), the sponsoring institution must pay any fees
associated with the examinations. Examination results are used as a guide for
resident remediation and as part of the annual self-assessment of the program.

The program director, faculty, and resident(s) shall conduct an annual self-
assessment of the program’s resources and curriculum. Information resulting
from this review shall be used in improving the program.

The review must include evaluation of the program’s compliance with the current
standards and requirements of the Council, the resident’s fonnal evaluation of the
program, and the director’s formal evaluation of the faculty.

The curriculum must be assessed to detemrine if it is relevant to the competencies.
The review must detennine the extent to which the competencies are being
achieved, whether all those involved understand the competencies, and whether
resources need to be enhanced, modified, or reallocated to assure that the
competencies can be achieved. The review also must determine the extent to which
didactic activities complement and supplement the curriculum. The review must
use performance data such as resident perfonnance on external exams and
attainment of board certification and state licensure to support the program’s goal of
assuring resident achievement of the competencies.

The review should include measures of program outcomes such as success of
previous residents in private practice and teaching environments, hospital
appointments, and publications.
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APPENDIX A: VOLUME AND DIVERSITY REQUIREMENTS

A. Patient Care Activitv Requirements MAV
(Abbreviations are defined in section B.)

Case Activities
Podiatric clinic/office encounters 1000
Podiatric surgical cases 300
Trauma cases 50
Podopediatric cases 25
Biomechanical cases 75
Comprehensive medical histories and physical examinations 50

Procedure Activities
First and second assistant procedures (total) 400

First assistant procedures, including:
Digital 80
First Ray 60
Other Soft Tissue Foot Surgery 45
Other Osseous Foot Surgery 40
Reconstructive Rearfoot/Ankle (added credential only) 50

B. Definitions

1. Levels of Resident Activity for Each Logged Procedure

First assistant: The resident participates actively in the procedure under direct
supervision of the attending.

Second assistant: The resident participates in the procedure. Participation may include
retracting and assisting, or performing limited portions of the procedure under direct
supervision of the attending.

2. Minimum Activity Volume (MAV)

MAVs are patient care activity requirements that assure that the resident has been
exposed to adequate diversity and volume of patient care. MAVs are not minimum
repetitions to achieve competence. For some residents, the minimum repetitions may be
higher or lower than the MAVs. It is incumbent upon the program director and the
faculty to assure that the resident has achieved a competency, regardless of the number of
repetitions.
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Required Case Activities

A case is defined as an encounter with a patient that includes resident activity in one or
more areas of podiatric or non-podiatric evaluation or management. Multiple procedures
or activities perfonned on the same patient by a resident at the same time constitute one
case. An individual patient can be counted towards fulfillment of more than one activity.

Podiatric clinic/office encounters. This activity includes direct participation of the
resident in the clinical evaluation and management ofpatients with foot and ankle
complaints. The sponsoring institution must document the availability of at least
1,000 encounters per resident

Podiatric surgical cases. This activity includes participation of the resident in
performing foot and ankle (and their governing and related structures) surgery during
a single patient encounter.

Trauma cases. This activity includes resident participation in the evaluation and/or
management of patients who present immediately after traumatic episodes. Trauma
cases may be related to any procedure. Only one resident may take credit for the
encounter. Medical histories and physical examinations are components of trauma
cases and can be counted towards the volume of required cases. At least 25 of the 50
required trauma cases must be foot and/or ankle trauma.

Surgical management of foot and ankle trauma may count towards 25 of the 50
trauma cases even if the resident is only active in the immediate perioperative care of
the patient. This data may be counted as both a surgical case and a trauma case by
one resident or one resident may log the surgery and one resident may log the trauma.
The resident must participate as first assistant for the surgery to count towards the
requirement.

Podopediatric cases. This activity includes resident participation in the evaluation
and/or management of patients who are less than 18 years of age.

Biomechanical cases. This activity includes direct participation of the resident in the
diagnosis, evaluation, and treatment of locomotor disorders caused by acquired, post-
traumatic, congenital, neurological, or heritable factors. These experiences include,
but are not limited to, performing comprehensive lower extremity biomechanical
examinations and gait analyses, comprehending the processes related to these
examinations, and understanding the techniques and interpretations of gait
evaluations of neurologic and pathomechanical disorders.

Comprehensive medical historv and phvsical examinations: Admission, preoperative,
and outpatient medical H&Ps may be used as acceptable fonns of a comprehensive
H&P. A focused history and physical examination does not fulfill this requirement.
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The resident must demonstrate competency through a diversity of comprehensive
history and physical examinations that also include evaluations in the diagnostic
medicine evaluation categories. The resident must develop the ability to utilize
infomration obtained from the history and physical examination and ancillary studies
to arrive at an appropriate diagnosis and treatment plan. Documentation of the
approach to treatment must reflect adequate investigation, observation, and judgment

4. Required Procedure Activities

A procedure is defined as a specific clinical task employed to address a specific podiatric
or non-podiatric problem. IQ: Fragmentation of procedures into component parts is
unacceptable. For example, if a surgical procedure employed to correct a hammertoe
includes a proximal interphalangeal joint component and a metatarsophalangeal joint
component, these components cannot be counted as separate procedures.

Elective and non-elective soft tissue RRA procedures may be substituted in the Other
Soft Tissue Foot Surgery category, while elective and non-elective osseous RRA
procedures may be substituted in the Other Osseous Foot Surgery category whenever
there are deficiencies.

Assuring Diversitv of Surgical Experience

The construct of the procedure categories assures sorrre degree of diversity in the resident’s
surgical training experience. The two paragraphs below relate to first assistant procedures
only.

To assure proper diversity within each procedure category and subcategory, at least 33
percent of the procedure codes within each category and subcategory must be represented
with first assistant procedures. For example, in the Other Osseous Foot Surgery category, at
least 6 of the 18 different procedure codes must have at least one activity as first assistant.

To avoid overrepresentation of one procedure within a category and subcategory, one
procedure code must not represent more than 33 percent of the total number of procedures
logged in each procedure category and subcategory. This statement applies more to a
resident just meeting the minimum procedure requirement in a procedure category than to a
resident significantly exceeding the procedure requirement in a procedure category. For
example, the number of partial ostectomies must not exceed 26 when the minimum of 80
required Digital procedures are logged.

Programs with Multiple Residents or Fellows

l. Only one resident may take credit for first assistant participation on any one procedure.

2. More than one resident may take credit for second assistant participation.
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The activity of a fellow should not be allowed to jeopardize the case or procedure volume
or diversity of a resident at the same institution.

When multiple procedures are perfonned on a single patient, more than one resident or
fellow may participate actively, but first assistant activity may be claimed by only one
resident or fellow per procedure.
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APPENDIX B: SURGICAL PROCEDURE CATEGORIES AND
CODE NUMBERS

The following categories, procedures, and codes must be used for logging surgical procedure
activity:

1 Digital Surgery (lesser toe or hallux)

1.1 partial ostectomy/exostectomy
1.2 phalangectomy
1.3 arthroplasty (interphalangeal joint [IPJ])
1.4 implant (IPJ)
1.5 diaphysectomy
1.6 phalangeal osteotomy
1.7 fusion (IPJ)
1 .8 amputation
1.9 management of osseous tumor/neoplasm
1.10 management of bone/joint infection
1.1 1 open management of digital fracture/dislocation
1.12 revision/repair of surgical outcome
1.13 other osseous digital procedure not listed above

2 First Ray Surgegy

Hallux Valgus Surgery
2.1.1 bunionectomy (partial ostectomy/Silver procedure)
2.1.2 bunionectomy with capsulotendon balancing procedure
2.1.3 bunionectomy with phalangeal osteotomy
2.1.4 bunionectomy with distal first metatarsal osteotomy
2.1.5 bunionectomy with first metatarsal base or shaft osteotomy
2.1.6 bunionectomy with first metatarsocuneifonn fusion
2.1.7 metatarsophalangeal joint (MPJ) fusion
2.1.8 MPJ implant
2.1.9 MP] arthroplasty

Hallux Limitus Surgery
2.2.1 cheilectomy
2.2.2 joint salvage with phalangeal osteotomy (Kessel-Bonney, enclavement)
2.2.3 joint salvage with distal metatarsal osteotomy
2.2.4 joint salvage with first metatarsal shaft or base osteotomy
2.2.5 joint salvage with first metatarsocuneifonn fusion
2.2.6 MPJ fusion
2.2.7 MPJ implant
2.2.8 MP] arthroplasty
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Other First Ray Surgery

2.3.1
2.3.2
2.3.3
2.3.4
2.3.5
2.3.6
2.3.7
2.3.8
2.3.9
2.3.10

tendon transfer/lengthening/capsulotendon balancing procedure
osteotomy (e.g., dorsiflexory)
metatarsocuneifonn fusion (other than for hallux valgus or hallux limitus)
amputation
management of osseous tumor/neoplasm (with or without bone graft)
management of bone/joint infection (with or without bone graft)
open management of fracture or MPJ dislocation
corticotomy/callus distraction
revision/repair of surgical outcome (e.g., non-union, hallux varus)
other first ray procedure not listed above

Other Soft Tissue Foot Surgery

3.1
3.2
3.3
3.4
3.5
3.6

3.7
3.8

3.9
3.10
3.11
3.12

3.13
3.14
3.15
3.16

excision of ossicle/sesamoid
excision of neuroma
removal of deep foreign body (excluding hardware removal)
plantar fasciotomy
lesser MPJ capsulotendon balancing
tendon repair, lengthening, or transfer involving the forefoot (including digital flexor
digitorum longus transfer)
open management of dislocation (MPJ/tarsometatarsal)
incision and drainage/wide debridement of soft tissue infection (including plantar
space)
plantar fasciectomy
excision of soft tissue tumor/mass of the foot (without reconstructive surgery)
(procedure code number no longer used)
plastic surgery techniques (including skin graft, skin plasty, flaps, syndactylization,
desyndactylization, and debulking procedures limited to the forefoot)
microscopic nerve/vascular repair (forefoot only)
other soft tissue procedures not listed above (limited to the foot)
excision of soft-tissue tumor/mass of the ankle (without reconstructive surgery)
external neurolysis/decompression (including tarsal tunnel)

Other Osseous Foot Surgery

4.1
4.2
4.3
4.4
4.5
4.6
4.7
4.8
4.9

partial ostectomy (including the talus and calcaneus)
lesser MPJ arthroplasty
bunionectomy of the fifth metatarsal without osteotomy
metatarsal head resection (single or multiple)
lesser MPJ implant
central metatarsal osteotomy
bunionectomy of the fifth metatarsal with osteotomy
open management of lesser metatarsal fracture(s)
harvesting of bone graft distal to the ankle
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4.10
4.11

4.12

4.13
4.14
4.15
4.16
4.17
4.18
4.19

amputation (lesser ray, transmetatarsal amputation)
management of bone/joint infection distal to the tarsometatarsal joints (with or
without bone graft)
management of bone tumor/neoplasm distal to the tarsometatarsal joints (with or
without bone graft)
open management of tarsometatarsal fracture/dislocation
multiple osteotomy management of metatarsus adductus
tarsometatarsal fusion
corticotomy/callus distraction of lesser metatarsal
revision/repair of surgical outcome in the forefoot
other osseous procedures not listed (distal to the tarsometatarsal joint)
detachment/reattachment of Achilles tendon with partial ostectomy

Reconstructive Rearfoot/Ankle Surgery

Elective - Soft Tissue
5.1.1
5.1.2
5.1.3
5.1.4
5.1.5
5.1.6
5.1.7
5.1.8
5.1.9

plastic surgery techniques involving the midfoot, rearfoot, or ankle
tendon transfer involving the midfoot, rearfoot, ankle, or leg
tendon lengthening involving the midfoot, rearfoot, ankle, or leg
soft tissue repair of complex congenital foot/ankle deformity (clubfoot, vertical talus)
delayed repair of ligamentous structures
ligament or tendon augmentation/supplementation/restoration
open synovectomy of the rearfoot/ankle
(procedure code number no longer used)
other elective reconstructive rearfoot/ankle soft-tissue surgery not listed above

Elective - Osseous
5.2.1
5.2.2
5.2.3
5.2.4
5.2.5
5.2.6
5.2.7
5.2.8
5.2.9
5.2.10

5.2.11

operative arthroscopy
(procedure code number no longer used)
subtalar arthroereisis
midfoot, rearfoot, or ankle fusion
midfoot, rearfoot, or tibial osteotomy
coalition resection
open management of talar dome lesion (with or without osteotomy)
ankle arthrotomy with removal of loose body or other osteochondral debridement
ankle implant
corticotomy or osteotomy with callus distraction/correction of complex deformity of
the midfoot, rearfoot, ankle, or tibia
other elective reconstructive rearfoot/ankle osseous surgery not listed above

Non-Elective - Soft Tissue
5.3.1
5.3.2
5.3.3
5.3.4
5.3.5

repair of acute tendon injury
repair of acute ligament injury
microscopic nerve/vascular repair of the midfoot, rearfoot, or ankle
excision of soft tissue tumor/mass of the foot (with reconstructive surgery)
(procedure code number no longer used)

35



5.3.6 open repair of dislocation (proximal to tarsometatarsal joints)
5.3.7
5.3.8

other non-elective reconstructive rearfoot/ankle soft tissue surgery not listed above
excision of soft tissue tumor/mass of the ankle (with reconstructive surgery)

Non-Elective - Osseous
5.4.1
5.4.2
5.4.3
5.4.4
5.4.5
5.4.6
5.4.7
5.4.8

open repair of adult midfoot fracture
open repair of adult rearfoot fracture
open repair of adult ankle fracture
open repair of pediatric rearfoot/ankle fractures or dislocations
management of bone tumor/neoplasm (with or without bone graft)
management of bone/joint infection (with or without bone graft)
amputation proximal to the tarsometatarsal joints
other non-elective reconstructive rearfoot/ankle osseous surgery not listed above

Other Podiatric Procedures (these procedures cannot be counted toward the minimum
procedure requirements)

6.1
6.2
6.3
6.4
6.5
6.6
6.7
6.8
6.9
6.10
6.11
6.12

6.13
6.14

debridement of superficial ulcer or wound
excision or destruction of skin lesion (including skin biopsy and laser procedures)
nail avulsion (partial or complete)
matrixectomy (partial or complete, by any means)
removal of hardware
repair of simple laceration (no neurovascular, tendon, or bone/joint involvement)
biological dressings
extracorporeal shock wave therapy
taping/padding (limited to the foot, and ankle)
orthotics (limited to the foot, and ankle casting for foot orthosis and ankle orthosis)
prosthetics (including prescribing and/or dispensing toe filler and prosthetic feet)
other biomechanical experiences not listed above (may include, but is not limited to,
physical therapy, shoe prescription shoe modification)
other clinical experiences
percutaneous procedures, i.e., coblation, cryosurgery, radiofrequency ablation,
platelet-rich plasma.

Biomechanics

7.1 biomechanical case; must include diagnosis, evaluation (biomechanical and gait
examination), and treatment.

History and Physical Examination

8.1
8.2

comprehensive history and physical examination
problem-focused history and physical examination
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9 Surgerv and surgical subspecialties

9.1
9.2
9.3
9.4

1 0 Medici

general surgery
orthopedic surgery
plastic surgery
vascular surgery

ne and medical subspecialtv experiences

10.1
10.2
10.3
10.4
10.5
10.6
10.7
10.8
10.9
10.10
10.11
10.12
10.13
10.14
10.15
10.16
10.17
10.18
10.19
10.20
10.21

CPME 320
July 2013

anesthesiology
cardiology
dermatology
emergency medicine
endocrinology
family practice
gastroenterology
hematology/oncology
imaging
infectious disease
internal medicine
neurology
pain management
pathology
pediatrics
physical medicine and rehabilitation
psychiatry/behavioral medicine
rheumatology
sports medicine
wound care
other
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MFIR-85-E814 1T:34 From:KMC BDNE RND JCIINT 8882451583 To:5ElE165E11 F’.l

$Ubj6Cl HB 1880 and 1882 /SB 2468 and 2467 - Relating to P0di3U'lSl8

Position Support

To Wl101I1iI may concern,

As a family doctor, 1 rely on the expertise of our local pOCll?\l\’l‘el.5 for care of our patients.

l support bill HD1882/SN246B and bill I880/SB2467 as a means tn continue that care.

Sincerely,

Thomas T3 Williamson, MD



i"li3lR—B5-E814 1T:34 From:Kl"lC BONE FJND JUINT 8882451583 To:5BEiEi5@1 F'.E/9

Re: Relating to Podiatry: HB 1880/1882 and SB 2467/2468

Position: Support

2/ l l/1.4

To whom it may concern,

As an infectious disease specialist I have worked closely with many
Podiatrist in the state of Hawaii as well of other states. l strongly believe
that proper training is critical and support Bill HB1880/SB2467 to the
tiillest. Please consider passing this important bills when they are brought
up For voting.

'l'hzi.n.k you very much,
/I

»

r ames Yoon

Tflll ¢Pml'1Wl1Kfll|°fl ll lmfliidld 50|fl|Y Inr the individual or llie cnlily to which ll ls aunronod and may contain inluiiiiatiun that is mvilmd.
comiueiitial or iironiuiloo nom disclosure. ll me reader ol this communication is not lhe intended roclpionl, you are herntiy iiu'.iIi<.~d iliui any reviewimziominaiiori. distribution or copying 0| this eomrnunieaiian I8 anally proviiiiiivu. I! yuu have received mu communication in error. please iiouly u:immediately by iciopncna nnd return me ongniul niuuqn In un at the address listeq above via (nu u 5 r'Q;r;| 59m“ Thank you



i'IQR~BS-2814 17234 From:Ki'1C BONE HND JOINT 8882451593 ToI5B665B1 F‘ 3’9

l
l

i

Subiect: HB 1880 and 1882 / SB 2468 and 2467 - Relating to Podiatrists

Position: Support

From: Christopher Jordan. MD. FACS

To Our Hawai‘i Congressional Leaders
As a practicing general surgeon at Wilcox I-lospital I would like to
add my support for l-[B1882/SB 2468 as well as HB1880/SB2467.
We are fortunate to have a wonderful podiatrist at our hospital and
it is a shame that he cannot practice to the full extent of his
capabilities. It would be much bcttcr for our patients.

Sincerely,

M "Aka

Christopher Jordan Ml), FACS
Past Cliiefof Staff, Wilcox Hospital



_, T isoeesoi P-4"?‘non-as-sot-1 ms-i Fmm=io1c sous HND JOINT s@oe4s1so3 0

Subject: HB 1880 and 1882 I SB 2468 and 2467 - Relating to Podiatrists

From: Elna Masuda. MD
Vascular Surgeon
Sirauh Hospital

February 27, 2014

RE: Advancement of privileges for fixture podiatrist:

To Whom it May Concom:

I can only attest to the slcilla ofthe podiatrist I have been fortunate to wni-k with over the last 20 ymrs. I
oould attest that Dr. Tyler Chihm is highly skilled and is very cpablc in perfoi-i-ning procedures that
extend beyond the toe: and up into the foot and above the ankle. I also would confer the eorniietim-ice of
Dr. David Ye: mid Dr. Christopher ‘Yea, whom 1 have had the honor and privilege to work with over the
last 20 years as well. Thea: individuals serflie bar for future p0fliMri5tS in temis ufqualiiy of care and
good outcomes following procediu-es. I would strongly recommend Lliui the proposed bill be looked iir in
light of the excclleiit outcomes that have been the prorluct of these three podiatrist: mentioned.

This is being sent to you as an observer by ii vasculiir surgeon who works very intimately with pndisnisn
in providing as best as we Sm excellent om: Ofnol only the noes but the foot and imlue, the entire limb
and the entire individual.

Siigly

yours,

Elna M Maaucls, MD

EMM/l431R3 D:02l27f20l4 T:O2/28/2014 C:57-4785 J 155004266



MQR-ZS-E814 17:34 From:KMC BONE RND JOINT BB8E4515@3 T0:5E555Z1

Subject: HB 1880 and 1882 I SB 2468 and 2467 - Relating to Podiatrists

Position Support

As an Orthopedic Physicians Assistant practicing on the island of Kauai‘: for more than 20 years,
' 'e¢°£-W16 "18 importance of Podiatrists functioning within the heallhcere system. Their
education and training has changed over the past 20 years, and state law should reflect the
current level of training and ability by podiatiists.

A three year residency has been standard for over 10 years now, and current law should require
completion of an approved residency program pi-icr to obtaining llcensure in the state of Hawaii,
HB 1882and SB 2468 increases the minimum residency requirement to 24 months and I support
this increase in order to ensure Hawaii law maintains competency for new podlairists entering the
state in practice

I support HB 1880 and SB 2457, which brings Hawaii up to the current standards of font and
ankle care that is already recognized in 45 other slates. Podiatrists are the primary providers of
care for the diabetic foot, and our current law is restrictive and does not allow podlatrists to
function to their full ability and training. Diabetic foot and ankles issues are complex and require
a team approach to address appropriately Podiatrists are an e$5ei'iIi8| part oi this team, and
Hawaii law should not restrict the optimum care delivered to our patients.

W\/fii'b
Terrie Johnson PA- C
Kauai Medical Clinic
Bone arid Joint Center

P.5’9



MFIR-E15-2@l4 17:34 Fr‘om:Kl"lC EIUNE HND JCIINT 8883451583 To=5866SZ1 F’.6/9

Subiect; HB 1880 and 1882 /SB 2468 and 2467 - Relating to Podiatrists

Position: Support

D68r Hawaii State Leaders in the Senate and House of Representatives,

I am writing in auvpon of HB1880 and 852467. regarding the practice rights of podiatrists
in the state of Hawaii I am a board certified orthopedic surgeon currently in practice on Kauai I
l-lave reviewed the text of both bills, and feel they are long overdue. Pooietric surgeons are held
to high standards during training and throughout practice. and are fully qualified to perform all
duties as outlined. Broadening their scope of practice in Hawaii will elevate them to standards
Wfiically fvllnd Oil lite mainland, and will increase access to foot and ankle care for the residents
of Hawaii. I have extensive personal experience working alongside podiatrlsts, and have
confidence in their abilities pertaining to the treatment of foot and ankle conditions, including
surgical treatment. Please 5uppOI'l these two bills with your vote to Improve the quality of medical
Care in Hawaii

Sincerely,

Derek Johnson, DO
Chief of Orthopedic Surgery
Kauai Medical Clinic and Wilcox Memorial Hospital



i“iFiR-B5-E814 17:34 Fr0rn:iG"C EKUNE FIND JOINT 8882451583 T0i58665@1 F'.7/'3

Subject" HB 1880 and 1882 I SB 2468 and 2467 - Relating to Podiatrists

Position: Support

To Whom it May Concern,

I am writing a letter in support of two news IJIIIS which effect one of my Podiatry colleagues, Dr.
Tyier Chihara. The bills are Bill HB1BB2/SB2466 and Brii HB18B0/SB2467. I have been
informed that tnese bills are long overdue and feel strongly that they are passed so that our
Dodiatrists can continue to serve the community. Dr Ohihara is invaluable to caring for our
patients on Kauai, and passing these biils wiii help to ensure he gets to continue treating the
scope of diseases he was trained to cot
Sinrterely,

Amy T Rodriguez‘ MD
General Surgery
Kaua‘i Medical Clinic
B08-245-1505



l‘1QR-55-2214 17:35 Fr‘om=Kl"lC BONE QND JOINT 8882451523 To:5Eli5Ei5B1

February 20, 2014

Subject: HB 1880 and 1882 / SB 2468 and 2467 - Relating to Podiatrists

POSiIi0l'ti $UPPOi‘\

As a primary care physician practicing on the island of Kauai, I recognize the importance of
podiatrists functioning within the heaithcare system. Their education and training has changed
over the past 20 years, and state law should reflect the current level of training and ability by
podiatrists.

A three year residency has been standard for over 10 years now, and current law should require
completion oi an approved residency program prior to obtaining iioenstire in the state of Hawaii.
HB 1BEl2and SB 2468 increases the minimum residency requirement to 24 months and I support
this increase in order to ensure Hawaii law maintains competency for new podiatrists entering the
state to practice.

I support HB 1880 and SB 2467. which brings Hawaii up to the current standards of foot and
ankle care that ls already recognized in 45 other states. Podiatrists are the primary providers of
care for the jdiabetic foot, and our current law is restrictive and does not allow podiatrists to
function to their full ability and training. Diabetic foot and ankles issues are complex and require
a team approach to address appropriately. Podiatrists are an essential part of this team, and
Hawaii law should not restrict the optimum care delivered to our patients.

Owen Muana, MD
internal Medicine and Geriatric Medicine
Kauai Medical Clinic
343420 B Kuhio Highway
Lihue, Hi 96766
Tel: B08-245-1504
Fax. 808-246-1363

F’.8/9



NHR-El'E—EE|1.4 17235 F~*om=Ki'lC BONE HND JOINT ElBSE‘4515B3 To:'5BE>Ei5Ell P.9/9

To the State Legislature of Hawaii,

I am writing in support of Bill HB 1882/SB 2468, which would help improve the standard
of care provided
by Podiatrists in our state. This bill would require those practicing podiatry here in
Hawaii to have completed
an accredited residency program prior to obtaining their state license. I am a practicing
anesthesiologist at
Wilcox Hospital in Kauai and the knowledge that I obtained in residency training in
anesthesiology have
been invaluable in my everyday medical practice. I hope that this bill will help bring
about quality podiatry
care to the people of Hawaii by requiring accredited residency training for practlcilng
podiatrists of our State

I also like to lend my support for Bill HB1 8801882467 which would broaden the scope of
practice for the podiatrists
to perform comprehensive foot and ankle care in Hawaii. I have worked with various
skilled podiatrists in Kauai for the
past 4 years and have seen them expertly perform all levels of foot, ankle, and leg
surgery. Moreover, other specialists
such as orthopedic surgeons will often confer with our hospital podiatrists on how to
adequately manage many lower leg
surgeries. With the high number of people in Hawaii plagued by diabetes, allowing our
podiatrists to provide comprehensive
lower leg surgeries will provide diabetic patients will more access to much needed
quality surgical care.

Mahalo for Your Time
Howard Chen MD

Wilcox Memorial Hospital
hchenmd2B@yahoo.ccm
3-3420 Kuhio Highway
Lihue Kauai 96766
808-245-1020



Testimony to: Representative Della Au Belatti. Chair
House Committee on Health _ I
Subject: SB2467-Relating £0 Podiatrists
3/7/14 9:30am

Chair Au Bellati and members of the Committee:

My name is Sandra Au, l am a podiatrist practicing on the windward side oi the island and I support this bill. I was born
and raised on Oahu graduating from McKinley High School. l returned to Hawaii just 6 months ago after being away for
11 years, completing 4 years of Undergraduate, 4 years of podiatry school, and 3 years of a foot and ankle surgical
residency in California. l had always planned to return to Hawaii to practice and serve lhe people Of Oahu but was
discouraged to do 50 when l learned that the scope of practice laws for podiatrists were so restricted compared to
California and the rest of the nation. There are only 5 states that do not allow podiitrists to treat ankle fractures and
only 7 states that do not allow podiatrlsts to do partial foot amputations, Hawaii being one ofthem for both. My
mellwrs and Physicians that trained me were disappointed that lwould not be able to use all the surgical skills that they
taught me. Many of them urged me to stay and offered me an amazingiob in California. The offer was very tempting
but Hawaii was my h0rTle and l felt obligated to come back to change things for the better. That is whyl am here
standing be‘ore you in support of this bill. if this bill does not pass a lot ofwell skilled surgeons would be discouraged
from coming to Hawaii to practice.

I

There are only a few foot and ankle orthopedic physicians in Hawaii which means a huge shortage in well qualified foot
and ankie specialists that are able to treat ankle fractures and perform limb salvage amputations. This shortage is even
more apparent on the neighbor islands where a patient may have to fly to Oahu with a fractured ankle just zo have the
procedure done.

In the last 2 years l have surgically fixed 70 ankle fractures. ll the law does not get changed then those skills that | have
attained would go to waste and it will be the patients {hit will suffer by not having access to a foot and ankle specialist.
it frustrates me to have the skills and knowledge to be ao*e to treat my patients but because of the law l have to turn
them away arid send them to someone else that may not have dOne as many ankle fractures or foot amputations that l
have. Ortlwpedic surgeons after 5 years of residenqy on average have only performed 109 foot and ankle Q3555 roger
The training podiatrists receive today to treat ankle fractures is more than the training that most orthopedic surgeons
get in their S years. We should be aliowed to do the procedures that we were trained to do.

Thank you for your time and consideration and allowing my fegtimgm/_

Sincerely,

\

A / ,
SandraM
Aloha Foot Centers

nan-ea-eon E1‘3:3l.Fil*l rn><= ID:l~'lDRIl<PMH,DEE PneE=oee R=‘36'/-



Testimony to: Representative Della Au Belatti, Chair
House Committee on Health
Subject: SB2467-Relating to Podiatrists
3/7/14 9:30am

l
Chair anh Members of the Cornmiflee;
l am WeLde|l Ferguson, MD Orthopaedic Surgeon of Kaiser Vacavilla Medical Center and l
support (his bill.

l have
1
en involved in training podiatry Iesidents in ankle fractures and have seen firsthand

thelr pelency. This bill allows doctors of podialric medicine to praclioe to the level of
medl and surgery to which they have been trained.sixCl

Over rh past two decades podiatly training has progressed signlficanlly and the scope of
practice hould reflect this.

Thank y u far allovdng my te$nzony:-\

Sin-:2 ell;

Wén e
Kaiser

iacavllle
Medical Center

*"‘\

1

1

l~1QR~@s—al314 l3i5:1EPM FFl><: 10=mR1mwQ,0EE PHGEIBEI4 R=96



KOKUA KALIHI VALLEY
Cnnrpmhensive Fmnily Services
Z239 North School Street. Honolulu. H2l\\'3ll 9681‘)
Phone (808) 791-9400 0 Fa.\' (808) 848-0979

Testimony to: Representative Della Au Belatti, Chair
House Committee on Health
Subject: 582467-Relating to Podiatfists
3/7/14 9:304-1m
Presented by‘ Dr. Femandes in Sllpp0l‘l

Chair Au Bélattland Memb8r$ of the Committee:

Honorable Chair and Committee Members.
5)-‘/4’ 7

I am writing to testify in strong support for relating to podiatry scope of
practice. I am a physician working at Kokua Kalihi Valley and Kalihi Palama Health
Center. I am also Associate Professor of Geriatric Medicine, IABSOM. My research
focus is diabetes. I am co-Principal Investigator for Medicaid Incentives for the
Prevention ofChronic Diseases in Hawaii.

I 7
it is with gear pieasure that I supportM allowing increase of scope of podiatric
medicine to national standards to include the foot and ankle. In the last few decades the
training and skill set of a podiatrist to treat the lower extremity has significantly
increased. My patients have a long wait to see an orthopedic or general surgeon for foot
problems.

Our federally qualified health centers have been most pleased with the service from the
community podiatrists and our patients have a high satisfaction with care received from
podiatrists. We serve a populations with a high prevalence of diabetes. Podiatrists are the
first line of defense in diabetic foot complications, and having them unable to do as they
are trained is detrimental to the diabetic community - especially in the area of wound
care. It is imperative to treat diabetes foot complications in a timely fashion so that
persons living in Hawaii do not have to undergo unnecessary foot amputations.

Please do the right thing For the people of Hawaii and pass l;lB1880" Thank you for the
opportunity to testify. 56 1 ‘fa’?

Sincerely,

Ritabelle Femandcs, MD, MPH, FACP
internist & Geriatrician

‘Providing hdedicdl Denial Health Education. Mammal & Child Health
and Social bfll'VlC-ES to Kflhlll Valley residents since 1972. Neighbors being neigliboi-ly to neighbors.

Mi-iF~@5-E614 as 35F-M FRX: ID.m,ImNH DEE PHGE ma R Q6- t ! : - >:_



Testimony to: Representative Della Au Belatti, Chair

House Committee on Health

Subject: SB 2467-Relating to Podiatrists

Dear Chair Au Beiatii and Members of the Committee:

I am L. Richard Fried, Jr.. Esq. and I support this bill. it allows doctors of pediatric
medicine to practice to the ievei of medicine and surgery to which they have been
trained. Podiatry has progressed significantly over the past 20 years; consequently, the
scope of practice needs to be updated accordingly.

Thank you for allowing my written testimony.

Sincerely,

L. Richard Fried, Jr., Esq.

L. Richard Fried, Jr, Esq.

Cronin, Fried. Sekjya, Kekina & Fab-ban.ks

600 DEN/IE5 Pacific Center

841 Bishop Street

Honolulu, Hawaii 96813

(808) 524-1433
rFried@croninfried.c0m
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Testimony To: Representative Della Au Belatti, Chair
House Committee on Health
Subject. SB2467 Relating to Podiatrists
Presented by: Gregory C, Gifford M.D., J.D.

Chair Au Belatti and Members ofthe Committee:

I am Dr‘ Gregory C. Gifford, MtD., J.D., former Chief ofMedical Staff at Castle Medical Center,
and am very familiar with the rationale and the entire process by which the first Podiatric
Surgeon was granted surgical privileges at a h0Spit&l in Hawaii. That was Dr, Robert LaReaux at
Castle Medical Center in 1987. Dr. Lakeaux has since developed an international reputation for
excellent care, once even being flown to Moscow to operate on the wife of a member of the
Russian Federal ASSembly.

As a former Emergency Medicine Director at Castle Medical Center, I fully support the quality
of surgical care that well-trained podiatrists can provide for both emergent and non-emergent
patients. When tiilly trained including a twenty-four month residency program I believe vetted
podiatrisrs can provide the same high quality of surgical care at the level ofthe ankle that they
have clearly demonstrated in the rest of the foot. Hand and wrist MD/DO surgeons are essential
anatomic and fiinctional specialists; ankle and foot Podiatric/l\'fl)/DO surgeons are no less
essential and specialized. The level ofPediatric surgical skill has progressed from the foot to the
ankle in the last 27 years; the legislation allowing them to use these skills needs, after 27 years,
to advance as well.

Thank you for allowing this testimony.
Gregory C. Gifford, M.D._ I.D.
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Testimony t0: Representative Della Au Beiattit Chair
House Committee on Health
Subject: 582467-Relating to Podiatrists
3/7/14 9:30am
Presented by: Dr. Senfl

Chair Au Belatti and Members of the Committee:

y I have been practicing in Hawaii for almost 15 years. lcame to Kona from Houston, Texas where I had
been in private practice for 15 years. My training started in California in 1984-5 with a surgical residency
program sanctioned by the California College of Podiatric Medicine, now the California School of
Podiatry. Alter my residency training, I was in private practice in Houston, Texas lor approximately 15
years until the year 2000.

in that tim8, I spent my time working as an attending physician with 2 residency programs in the Houston
area. The Podlatrlc Surgery scope or practice included basic forefoot procedures rear foot and ankle
reconstruction procedures. This has been enforced since the beginning of my Practice in 1985‘

At that time in 1985. we had a 12 month residenqr program and 24 month residency program this was
present until the late 905 where a PSR 36 or 3 year program was introduced and made the standard of
care. l worked as a teaching, lecturing and contnbtrfing attending physician.

Eventually, I became residency director of the Doctor's Hospital PSR 24 residency program, (part of the
Columbia health System). l also worked very closely with the Harris County PSR 36 residency program
with an additional 1 year fellowship.

I have been Board Certified ll'l Fo0tAnkle and Leg Reconstructive Surgery since 1988. The programs that
I have worked with and was director of, are extremely competitive and offered a terrific opportunity for
young doctors desiring to increase their knowledge base, surgical skills at this level.

Also, l am a noted Speaker for the International Foot and Ankle Foundation,Seattle, Washington;' Colorado Podiatric State Board; European Foot and Ankle society in Lubeck, Germany. Fourtimes a
year I am a guest Speaker for the Hui Malama Diabeticeducation group in West Hawaii.

The scope of podiatrlc medicine has changed tremendously in the last 20
or more years. I have had an opportunity to read many responses from
Podiatrists and Orthopedic surgeons in the Honolulu area It is quite
apparent many orthopods are not up to date on cunent podiatrlc abilities
and scope of training and practice.

It is most evident that they are unaware that the ABPS, THE Surgical
Certifying Body, is undergoing a name change across the United States
that will place it in a category that is recognized by State medical boards in
50 states and many foreign countries. The name change will reflect the
name American Board of Foot and Ankle Surgery. This may even be a
board that will become the standard for any surgeon who desires a
specialty in foot, ankle and leg reconstructive surgery and may eventually
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become a requirement for orthopedic surgeons to pass in all states who
hold themselves out to the public as Foot and Ankle specialists.

Podiatry has gone through many changes throughout its over 100 year existence. Many older
physicians may choose not to increase their scope of practice due to areas of training and/or
experience. However, thisnew delineation of scope is directed more toward recent graduates oi
24 and 36 month programs within the last 25 or 30 years.

The law as it is on the books in Hawaii at this time, were developed over 20 years ago when
huge Pediatric residency evolution was happening in the United States. Podiatry education and
training has changed drastically over the last 25-30 years. Many allied professionals such as
Anesthesia, General Surgery and Primary Care Medicine are more in touch with what our
abilities are in 2014. And, I have always contended that the OR nursing staff has the best
insight as to who is competent and who is not. And, I mean, ANY surgical specialty! General,
Ortho, Podiatry. Gl, and the list goes on. Perhaps they should weigh in on this?

in my opinion, if the State of Hawaii wants to remain out of touch with the rest of the medical
community in the United States, stay the course and maintain the Good Old Boy cartel, keep the
laws the same. Not to evolve would be an injustice to the People of The Great State of Hawaii!

l, Mark T Senft, DPM, speak with over 25+ years experience, am in favor HB 1830 to increase
the Scope of Pocliatric Medicine and Surgery. This will strengthen our state medically, attracting
competent Pediatric Physicians and surgeons for the betterment of our Island communities.

Much Mahalo for allowing me to express my feelings and understanding out of interest in the
betterment of the State of Hawaii and its medical care system. My infomiation is based on first
hand and involved experience in the profession for 30 years. ~

Thank you
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Testimony lo: Representative Della Au Belatti, Chair
House Committee on Health
subject: 882467-Relating to Podiatrists
3/7/14 9:30am
Presented by: Dr. Stephen Kominsky in support

Chair Au Belatti and Members of the Committee:

l am Dr Stephen Komirrsky and lsupport this bill.

From 1959 to 2011 l was the director oi pediatric medical education at the Washingiwl Hospital Center. in
Washington DC. That institution is the largest teaching hospital in the mid-Atlantic region. lt has 1100
beds, and trains physicians in 19 different residencies and fellowships. Out hospital is a level one trauma
center with a very ariive helicopter medical assist program. The podiatry program at the WHC currently
trains 15 residents per year, and is about to grow to 16. The curriculum includes all of the medical and
surgical rotations as required by CPME. In addition however. our residents not only rotate on the general
orthopedic service, but spend three months during their third year on the orthopedic toot and ankle
service. Dunng those B months the residents gain a vast exposure to, and experience with diagnosing
and treating all ofthe hind toot pathology and trauma. They have the opportunity almost on a dairy basis
to perform all or the suigicat procedures which you are trying to gain privileges for. ln addition, the
residents at the WHO admit over i000 patients per year to their service to be managed as in-patients.
The great majority of these patients have diabetes and lower extremity diabetes related pathology.
Typically, by the completion of the third month of the first Year. each of our residents has performed over
S0 amputations and debridements.

Understanding that the Washington Hospital Center is larger than most of the podiatry training hospitals
nationally, the scope of the training that l have highlighted is standard today. The numbers may vary
somewhat . but the training is uIllfOfl'H.

5 WW4 be dellghled til Wovide any adoitional infomtalion that may be helpful to you .

Best regards.

Stephen Kominsky DPM
Clinical Professor
Department of Surgery
39°\‘Qe Washinqion University Medical Center
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Testimony to: Representative Della Au Belatti, Chair
House Committee on Health
subject: S524-67-Relating to Podiatrists
3.17/14 913l)am
Presented by: Dr. Greg Morris in support

Chair Au Belatti and Members of the Committee;

I am Dr Greg Morris and I support this bill.

I perform over 400 podiatridorthopedic foot and ankle surgeries at Queens Medical Center
yearly. I graduated from Stanford University. I finished in the top of my class from podialrlc
medical school and completed a 24 month reconstructive loot and ankle surgery residency at
one of the top podiatry residencies in the San Francisco Bay Area. I am a past president of the
Hawaii Pediatric Medical Association. I serve on the podiatry advisory committee to the Hawaii
Medical Board and have submitted background material in support of this bill to the board to
aide them in evaluating the bill.

Podiatrists are on the forefront of diabetic loot care. We perform the majority of diabetic toot and
ankle wound care. We are greatly limited by the current restriction of being only able to perform
digital amputations. Podiatrists are the diabetic limb salvaging experts. Unfortunately, diabetic
limbs are not always able to be saved and require partial amputations of the foot It is a
relatively simple and straight forward surgery to do amputations. It is especially difficult on
patients not only to have to have a partial foot amputation but also having to scramble to find a
surgeon who will perfomt the amputation. Many times these patients have been treated for
months or years by their podiatrist for wound care only to have a partial foot amputation by a
surgeon they are unfamiliar with. Most podiatrlc surgeons in Hawaii work closely with vascular
surgeons, orthopedic surgeons. general surgeons and wound care centers. We would be even
more beneficial to the medical community ifwe are allowed to perform amputation surgery to
level that we were trained.

The current Hawaii scope of practice for podiatrlsts already allows for pediatric surgeons to
perform surgery on the ankle and we have been doing them at our respective hospitals for
years. The changes being proposed will allow us to do what 45 other states allow podiatrists to
do; touperlorm ankle fracture surgery. We would like to bring the podiatrlc scope of practice in
Hawaii up to the national norm.

At Queens and other hospitals, podiatrisis follow the same rules of credentialing, residencyrequirernents, board certification, proctoring and pear review to perform surgeries mat all othersurgeons do. Ultimately, the hospital insures to the public that the doctors operating in theiroperating rooms have demonstrated the training and competency to perm;-m the prowduresthey request

Thank you for allowing my testimony
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Testimony to. Representative Della Au Be|atti_ ChairHouse Committee on Hearth
Subject‘ SB246'/~Reiafing to Podiatrists
3/7/14 9:30am

Chair and Members of the Cummiflee;

I am Alex Prescott MD Orthopaedic Surgeon at Kaiser San Rafael Medical Genie? Bnd '
support tnls bill.

_ , . . ‘ mm seen F tn dI have been mvolved In lrarflmg P°d'a"Y 'B5'd°"§ '"_“""k’*_ _ {Les Zrgczaéeme bvgsofanmeir compeaency This bill allows doctors of podrgtnc medmme pr
medicine and surgery to which they have been tramed.

Over the past two decades Pbdifliw \Y3i'\5"9 "65 P'°9'°s“’°"" ""9“‘fi‘”“flY and the scope of
practice should reflect this.

Thank you for allowing my tesfim0HY-

Sirw?Axéifiéesadd, 0 Z
Kaiser San Rafael Medical Center
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TestimOny to: Representative Delia Au Belatti, Chair
House Commiflee on Health >
Subject: SB246‘.'~Reia1ing to Podiairlsts
3/7/14 9:30am

B5

Chair aker and Members of the Commiflee:

4'?;"b-_1“ ‘ 011 PFWUQ. MD °¢h°P8edT¢ Surgeon of Kaiser Vacaviiie Medical Center and i support
I u .

I have iqeen lnvoived in iraining podiatry residents in ankle fractures and have seen firsthand
iheir competency. This bill aiiows doctors of podiamc medicine to practice to the ievei oi
medicine and surgery to which they have been irwned.

iY . . .Qve-"fhc vast two decades wzflairy twining has Pwgressed sigmficantiy and the scope OT
practical should reflect this.

Thank yiou for ailwving my testimony
i

Sinsereiy,

Z551
étnvns, MD

Kaiservacaviiie Medical Center

1
1

1
i
i

i
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Testimony to: Representative Della Au Belafli, ChairHouse Comrnirlee on Health
subject; $32467-Relating to Podialrlsls
3/7/14 9:30am

Chair and Members of the Cbmmitteet

l arn Solon Rosenblatt, MD Ormopaedic Surgeon of Kaiser San Rafael Medical Center and l
support this bill.

I have been involved in training podiatry residents in ankle fractures and have seen firsthand
their oempetenw. This bill allows doctors of pediatric medicine to pi-aciice to the level of
medicine and surgery to whid] they have been lrained.

Over the past two decades pndlezry lralnlng has progressed significantly and me scope er
pradiee should reflectthis.

Thank you for allowing my testimony.

l _ l/Q5’
Solon Roe 6151:. MD
KaiserSa Rafa MedlcalCenter

Sincerely,
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Testimony to: Representative Della Au Belatti, Chair
House Committee on Health
Subject: SB2467»Relating to Podiatrists
3/7/1 4 9:30am

Chair and Members of the Committee:

i am John Safanda_ Mn orthopaedic Surgeon of Kaiser San Rafael Medical Center and i
support this bill.

i have been involved in training Podiatry residents in ankle fractures and have seen firslhand
their competency. This bill allows doctors of podiauic medicine to prctioe to the level of
medicine and surgery to which they have been trained.

Over the past two decades podiatry training has progressed significantly and the scope of
practice should reflect lhis.

Thank you for allowing my testimony.

Sincerely,

- ,5 /i/lD- e
nnS nd ,MD

Kaiser San Rafael Medical Center
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Testimony to: Representative Della Au Belatti, Chair
House Committee on Health
Suojecl: SB2467-Relating to Podiatrists
3/7/14 9:30am

Chair and Members of the Committee;

1 am Theodore Yee, MD Onhopaedic Surgeon of Kaiser Vacaviiie Medical Center and l support
this bill.

i have been lnvoived in training podiatry residmfi kl ankle fractures and have seen firslhand
their competency. This hill allows docsars of pediatric medicine lo practice lo the level nf
medicine and surgery to which they have been trained.

Over the past two decades podiatry training has progressed significantly and the scope of
practice should reflect this.

Thank you for allowing my testimony.

Sincerely,

Theodore Yee. D
Kaiser Vamviiie Medical Center
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Testimony to; Representative Della Au Belalti, Chair
House Committee on Health
Subject: S524-67-Relating \o Podiatrists
3/7/14 9:30am
Presented by: Dr. Nathalie Sewers in support

Chair Au Elelani and Members ofthe Committee:

l am Dr Nathalie Sowers and l support lhis bi“4

l3V iirohibiting the treatment of ankle fractures, Hawaii's pediatric S6099 0* Pia‘-‘fice slatute Clearw d°e5
not reflect the education, training, and experience of podletrlc physicians:

The majority of slates, 45 slates, as well as me District oftolumbla permitpodlatrists to perform
surgery on ankies (Including the surgical treatment ofankle fractll!€5)-

Similar to allopathic medical education, the education that podiatric physicians receive include four
year; of undergraduate work, followed by four years in an accredited pediatric medical school.
Fqilqwing graduation, DPM5 complete a three-year residency in an approved hospital-based program.
The significant difference between education training models of allopathic doctors and podiatric medical
doctors is that podiatric medical education begins to focus on the specialty area earlier on in the
educational process.

According to the American Medical Association's Health C3"! CIYEQTS Dil'ECi0fY, "C0lle8e5 07 Pfidlami
medicine of-fer a core curriculum similar to that in other schools of medicine.” Pediatric medical college
is a four-year program with the first two years focused on the basic medical sciences and the second two
year; focused on clinical medical education. The first two years of education at podiatric medical
colleges are devoted to medical sciences including, but not limited to, gross and microscopic anatomy,
biochemistry, pathology, microbiology, physiology, and phamlacology. During the third and fourth
years, students engage in clinical education based in accredited hospitals, clinics, and private practice
setting§. During these tl'liI’d'3l1d fourth-year rotations, Students are afforded intense medl cal and
surgical training related to the human body with emphasis on the lower extremity.

importantly, podlatric medical residency training programs have incorporated training in the treatment
of the ankle since the 1970s. Most telling about the progress of pediatric medicine and its inclusign oi
advanced education and training focusing on the ankle was the introduction of hoard certification lor
ankle surgery. Since its inception in 1575, the American Board of Pediatric Surgery lABPS) has included
ankle surgery lfl both the case credentialing and the oral examination for certification. ln 1991, based
upon evidence gathered by ABPS that significant curriculum and training oppcrtunitiei related to the
ankle were available to pediatric medical students and especially residents, ABPS created two
certification tracks: one in Foot Surgery and the other in Reconstructive Rearfoot/Ankle Surgery.
Complete surgical treatment ofthe ankle is clearly within our training and expertise.
Thank you for allowing my testimony.
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